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contains the ingredients to do the job. 
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Vibra-Bath 


...a most advanced hydrotherapy 
apparatus, which utilizes a new principle 
of hydromassage to introduce 

techniques not possible with 

conventional equipment. 


The thermal and massage stimulus of this 
constantly agitated water is perhaps the 
most useful form of hydrotherapy in the 
after-care of amputation stumps, polio 
and in orthopedic cases. 


The Vibra-Bath quickly promotes cir- 
culation through the hydropercussion 
of thousands of warm air bubbles 
impinging upon every square inch of 
the area under treatment. It is well 
adapted to the treatment of sprains 
and injuries common to the athletic 
field. 


In addition to the excellence of its hydromassage, 
the Vibra-Bath has the important advantages of 
light weight and easy portability. Write for 
illustrated brochure and HANDBOOK ON HYDROMASSAGE. 
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4371 Valley Boulevard Los Angeles 32, California 
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through 
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Health and Accident Disability Program 
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a valuable aid in the 
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skin diseases— 
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in the Care of Poliomyelitis 
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be members of the American Physical 
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Tuition: None. For scholarship to cover 
transportation and maintenance, contact 
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sis, 120 Broadway, New York 5, New York. 

Entrance Dates: First Monday in Janu- 
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Duration of Course: The course is divided 
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Cerebral Palsy Program in Norway 


As described by 
Hanne Mossige, Norwegian physical therapist, to Dorothy Knight, B.A., O.T.R. 


INTRODUCTION 


In Oslo, Norway, within the last two years, 
there has emerged a treatment program for se- 
lected cerebral palsied children. It is a rigorous 
program, which accepts for treatment children 
with any degree of physical disability from in- 
fancy to twelve years of age. Mental disability, 
however, disqualifies a patient for clinical treat- 
ment although the parents, if they wish, may ob- 
tain advice from the clinic staff for carrying out 
a home treatment program. 

Those directing and working in the program 
have been dealing successfully with several difh- 
cult problems, among them that of adequate co- 
operation on the part of parents. It is realized 
that effective treatment is impossible without co- 
operation on the part of the patient, and perhaps 
equally impossible without an even greater un- 
derstanding of treatment aims by the parents. 
So they proceeded by carefully measured steps 
to provide tangible opportunities for measuring 
the sincerity of the desire for treatment. Before 
their child arrives at the Center, the parents are 
asked to supply furniture for his use. This con- 
sists of a chair and table set made to his measure 
either by the parents or built to their order. This 


Hanne Mossige, Supervisor, Children’s Clinic, State Hos- 
pital, Oslo, Norway 
Jorothy Knight, Occupational 


Therapist, 
Cerebral Palsy Center 


Essex County 
Newark, New Jersey 


procedure, of course, serves as a time and money 
saver as well as a motivating factor in securing 
the parents’ cooperation with the program. 
Aware that no one can cooperate in any under- 
taking without understanding the requirements 
of the situation, the directors at the Oslo Center 
removed much of the mystery that surrounds 
cerebral palsy for most parents. By doing this, 
it was found that they removed much of the fear 
as well. Often the fear of doing the wrong thing 
seems to paralyze otherwise helpful parents. 
To accomplish an understanding of the prob- 
lems of cerebral palsy, lectures are given to the 
parents by physicians and other members of the 
professional staff. All possible information re- 
garding cerebral palsy and its relationship to 
their own child is provided. Nor is this parent 
education accomplished in a day. Parents attend 
these courses for from one to two weeks and in 
this scientific but helpful atmosphere they have 
time to consider the problem more objectively 
than ever before. They have an opportunity while 
their youngsters are being routinely examined to 
ask all the questions they like of the many spe- 
cialists who were also their teachers or lecturers. 
With the parents grounded in basic informa- 
tion, which includes much psychology, the young- 
ster’s own assistance is then enlisted. The patient 
himself is recognized at Oslo as being the most 
important member of the team. Any improve- 
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ment he shows is the result of his own work. 
Others may show him how, others may encourage 
him, others may even help him, but the real pro- 
duction of progress is up to him. 

As a check on the effectiveness of parental 
learning, and, in turn, of parental instruction in 
later home treatment of the child, the following 
plan is used. The parents spend a fortnight at 
Osio and leave their child there for inpatient 
treatment while they return home, having learned 
much. They receive a quarterly report from the 
clinie which may indicate that their child is mak- 
ing progress and will return to them within three 
months. When the child returns home the par- 
ents carry on treatment for six months or more. 
At the end of that time the case is reviewed. If 
progress has continued, indicating that both the 
parents and the child are honestly and_persist- 
ently working concertedly at their problem, all is 
well. The child may then be readmitted to the 
center for further inpatient or outpatient treat- 
ment. But, if progress is considered inadequate, 
the case is closed except for occasional cheyk-ups. 


ADMITTING PLAN 


To be admitted to the Center in the first place, 
children must be residents of Norway. District 
doctors, located throughout the country make ap- 
plications for children from their respective dis- 
triets. As much as eight days’ travel, depending 
on horse and wagon, beat, railway, and bus has 
been involved for some patients in the treatment 
center. The cost of this transportation, for the 
child and one adult, is provided by the National 
Health Program. Maintenance for parents dur- 
ing their training period, however, is at their 
own expense, Treatment and maintenance for 
the child is provided up to two years without 
direct cost to the parents, although as citizens, 
they pay into the National Health Insurance 
program. 

If, as an outpatient, the child’s parents are liv- 
ing in Oslo, the child receives treatment three 
times a week and may also attend the kindergar- 
ten every day. Outpatients, whose parents are 
staying in Oslo for the purpose of the child’s con- 
tinued treatment, may receive treatments every 
day and may also attend the daily six-hour kin- 
dergarten sessions. Mothers of these children ob- 
serve treatments and receive additional instruc- 
tions. Outpatients may continue as such, without 
charge, as long as the treatment may be medi- 
cally prescribed. 

The screening process and tentative treatment 
include all types of medical examination and are 
accomplished in from one to two weeks. The 
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parents’ training course runs concurrently. A 
routine patient examination includes ear, eye, 
nose and throat, pediatric, orthopedic and neuro- 
logical surveys, and a thorough examination by 
an experienced psychologist. A psychiatrist is 
provided for the child or the parents or both 
when indicated. An electroencephalogram and 
pneumoencephalogram also are routine for each 
child, although the latter is not included should 
the parents object. 

If the child should be found to be mentally 
deficient, he is not accepted for treatment but 
may return home or be referred to an institu- 
tion. One way of gaining parental acceptance of 
a child’s intellectual involvement is to have the 
parents of the mentally deficient child observe 
treatment as it is being carried out with bright 
children and then observe treatment procedure 
with their own. By comparing their own with the 
normal child it has been found that these parents 
are better able to accept the situation without 
blaming themselves, the child, or treatment center 
personnel for the child’s lack of progress. 


TREATMENT PROCEDURE 


The technics of treatment adopted by the Oslo 
Center are characterized by the elimination of 
many current adjuncts. Surgery has not been 
used to date in this particular clinic because its 
results are irreversible. The concept seems to be 
that if the patient is young and intelligent when 
treatment is begun and if treatment is adequate, 
there should be no reason to operate. 

Braces have not been used for several reasons: 
one, lack of bracemakers in Norway who are ex- 
perienced in cerebral palsy work; two, the basic 
concept held in regard to braces that, since the 
pathology is in the central nervous system and 
not in the limbs, bracing has not proven its case; 
and, three, the consideration that the greatest 
contraindication to bracing is the psychological 
effect braces have on the child and on his family. 

Drugs have not been a part of the treatment 
program at Oslo, either, as their beneficial ef- 
fects have not been conclusively demonstrated to 
the satisfaction of the directors. 

The treatment procedures followed are charac- 
terized by simplicity, common sense, and an un- 
derstanding of psychological and emotional fac- 
tors. Emotional needs of the child are given basic 
consideration. His need for love, affection, ad- 
miration, and success is met, but he is not cod- 
dled. He is the one who must improve his own 
condition. Gesell’s motor development gradients 
are basic in Norway, and the child is brought 
toward the motor development that is normal for 
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his age by beginning where he is and working 
through each stage successively. 

lreatment of the very young infant (as young 
as three months) and of the severely involved be- 
gins with table work. For this the therapists work 
with the child completely unclothed believing 
that this aids the child in reconstructing a more 
complete body image from what has been some- 
thing of a “half-chick” concept. 

When working with very young babies it is 
important to change their position frequently 
sometimes every half hour. If they lack head 
control, as is often the case, care must be taken 
when they are lying face down to prevent any 
danger of suffocation. They should be encour- 
aged to move at the earliest possible stage. Trin- 
kets, for instance, should be hung on the side 
opposite to the one which the infant’s head tends 
to turn. In actual treatment at the Center, these 
infants are given appropriate exercises and are 
carried back and forth over the therapist's shoul- 
der in such a way that they must make the effort 
to get their heads up if they want to see what is 
going on around them. 

While the actual period for individual treat- 
ment of each child is only one-half hour a day, 
six days a week, the children are under constant 
supervision the rest of the time and watched for 
carry-over of treatment aims. Time spent as in- 
patients at the clinic for the initial treatment pe- 
riod varies from three months to a year, depend- 
ing on the case. 

\ daily, six-hour kindergarten session is pro- 
vided for all inpatients and for most of the out- 
patients as well and this assures ample oppor- 
tunity for socialization. The main purpose of 
the kindergarten, however, is to provide an opti- 
mum environment in which the child is intrigued 
and directed in the important process of com- 
pleting an activity often with an interesting toy. 
It is here that he learns to concentrate, to “fol- 
low through.” and to increase his excessively 
short attention span. Some opportunity for self- 
help and a good work-out with originally de- 
signed functional toys fulfills at least a modicum 
of occupational therapy needs. Feeding training, 
as such. is not given. The child is encouraged to 
cooperate while he is being fed, the idea being 
that when he is ready. he will feed himself, Each 
afternoon every child is given a thick slice of 
heavy. dark bread and most of them manage to 
eat it. 

\s part of their regular treatment, the children 
are given work for their facial muscles. This in- 
cludes the training of lips to close the mouth as 
well as an awareness of the swallowing activity, 
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and most of the droolers have shown marked im 
provement under this regimen, 

Moving pictures are taken of most of the chil- 
dren at the time they enter. These pictures show 
them, unclothed, in supine and sitting positions 
and in some cases even more extensive views are 
taken. Pictures are taken again at a later date, 
and improvement shows up in a most dramatic 
manner. For any such improvement the child 
takes due credit, probably a positive factor in 
obtaining and maintaining good motivation. 

All treatment is directed toward as normal an 
appearance as possible, from which it would 
seem to follow that normal function might best 
proceed. Table work is developed along the pro- 
gressive gradient so ably clocked by Gesell and 
his associates, and a great deal of emphasis is 
placed on good posture at whatever stage the 
treatment is begun. Posture is believed to be 
very important as all movement begins and ends 
in posture; therefore the children work for good 
position and good motion from the very begin- 
ning in order to save time and energy later. 
They proceed on the principle that control in 
basic positions should be gained first. 

In accordance with Gesell’s observations that 
the infant begins to control his eyes first, the 
child is placed supinely on the plinth in ana- 
tomical position and if eye control is not already 
established. the eyes are treated first. The child 
moves, or attempts to move his eyes in all direc. 
tions and for both near and far objects. {n this 
connection the therapists have found that when 
the eyes wander the attention wanders too, So 
the child is obliged to “pay attention with his 
while the entire treatment is carried on. 
Actual eye exercises are followed by other facial 
work to overcome grimaces and to develop the 
ability to smile. 


even” 


Work on head balance follows the few min- 
utes spent each day on training of facial muscles. 
This is developed first from the supine position 
and when that has been achieved, from other posi- 
tions. In placing such emphasis on head balance 
the rationale is based on the premise that “why 
should a child try walking, or anything else. if 
he cannot control his eves and head to see where 
he is going.” 

In securing head balance, the chin is kept 
fairly close to the sternum to develop needed 
flexor tone. Control of the head and of the upper 
extremities is aided by work in front of a mirror. 


The approach to walking is developed through 
creeping, crawling, kneeling, and sitting. Sitting 
and associated work with the upper extremities 
usually come first, the basic concept being that 
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unless you have control of eyes and head to see 
where you are going and the ability to accom- 
plish functions with the hands when you get 
there, why be further frustrated by walking. 

In accordance with another basic principle, 
that of looking as normal as possible, we return 
to the chair and table provided by the parents 
at the time the child entered the treatment center. 
The table is a sturdy object, with its 2 by 3 feet 
(six square feet) of surface at elbow height to the 
child when he is seated at it. A rim of molding 
is continuous around the back and sides to keep 
objects from falling off easily. However, there 
is no rim on the front edge nor is there a semi- 
circular cut-out to surround the child. A com- 
parable effect is obtained by the manner in which 
the wide arms of the chair slide under and con- 
tact the under surface of the table. This provides 
the physical security afforded by a cut-out but 
has the added advantage of looking like any 
other table. 

The chair, made to the child’s individual meas- 
urements, is not much wider than his body. The 
seat is made as deep from front to back as the 
child’s femur is long. The height of the chair 
seat from the floor is about three-quarters of an 
inch more than the distance from the under side 
of the knee to the sole of the foot. This is to allow 
for skis used in stabilizing the feet. The back of 
the chair comes up to the midpoint of the scapu- 
lae, further encouraging good head balance and 
proper alignment of the occiput on the atlas. 
The chair itself, however, provides the means for 
other basic stabilization. 

The ischial tuberosities are the basis of sta- 
bility in the sitting position. For many of these 
cerebral palsied children, keeping the seat of 
the pants in the seat of the chair unassisted is all, 
and often more, than they can do without attempt- 
ing anything else. This raises the question of 
how to establish fixed points from which to 
control function. This is met by taking two old 
nylon stockings, tacking the toes to the middle 
of the back edge of the chair seat, bringing the 
stockings forward under the child’s body, up be- 
tween his legs, drawing each stocking across the 
top of each thigh and then bringing the stock- 
ings together behind the child and tying them 
securely under the edge of the chair or under pegs 
set into the back legs of the chair below seat 
level. With this arrangement, the children soon 
discover that when they have a fixed point or so 
they can begin to control the levers of which 
their upper extremities are composed. 

To take advantage of the plantar reflexes (ex- 
tensor thrust) for walking 


readiness, the pre- 
viously mentioned skis are 


brought into play. 
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These skis, incidentally, were found to be the 
envy of normal children in Norway and are in 
no way suggestive of the “handicapped” stigma. 
The skis are relatively short strips of wood fas- 
tened together laterally and equipped with deluxe 
ski “binders,” preventing the lower extremities 
from flailing about and keeping the soles in con- 
tact with a solid surface. This provides two more 
relatively fixed points from which to stabilize 
and control the upper extremities. 

Gross arm motions are then begun from this 
stabilized sitting position, with the child sweep- 
ing blocks from the table. This type of activity, 
with infinite variations aimed at maintaining in- 
terest, is carried out in graded steps from the 
gross arm motions described through gross prim- 
itive grasp with large tops down to pincer grasp 
with thumb and index finger in opposition. 

For some activities the work is placed on an 
easel-like stand on top of the table to keep it in 
a more nearly vertical plane. It has been found 
that this keeps the back and head up and eyes 
focused in the position later needed for walking. 
This chair and table ensemble usually is oecu- 
pied, when needed, by the same child for two 
years or more. Various simple means of increas- 
ing its size as the child grows are used as in- 
dicated, 

After eye and head control and upper extrem- 
ity work are progressing nicely, unassisted sit- 
ting balance is considered next at the Oslo center. 
To sit well, a straight, strong back is required. 
Needless to say, the development of such a back 
is a necessity for good walking. One postural 
device to aid in this back treatment is sitting on 
the floor tailor fashion. A low, Japanese-style 
table is placed over the child’s knees, helping to 
keep the legs in abduction and providing, as well, 
an excellent surface for finger painting or other 
activities. 

(As soon as advisable. a good deal of practice 
in standing up and sitting down is given. For 
this purpose a simple piece of furniture, a sort of 
three-in-one chair, is used. This chair might be 
described as the letter “H” projected into three 
dimensions. The “H” has a relatively high cross 
bar. Sitting and standing up is begun from this 
high sitting position provided when the cross 
bar is up. When sitting and standing can be ac- 
complished readily from this position the “chair” 
is turned on its side, presenting a progressively 
lower sitting level. Then, before practicing get- 
ting up from the floor itself, the chair is turned 
with the cross bar nearer ground level. This pro- 
gression provides the carefully graded steps so 
essential to the success, progress, and motivation 
of these children. 
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ORGANIZATION OF THE CENTER 


In Norway, as in many other parts of the 
world, it was the parents who took the initiative 
in establishing a treatment center for the cerebral 
palsied children of that country. This organiza- 
tion became effective in 1950, and interestingly 
enough the founders of the group were parents 
who could not gain advantages for their own 
children since the child of one was over-age and 
the other was receiving special home treatment 
at the time. Nevertheless, these parents formed 
the nucleus of the group which eventually was 
able to make effective contacts with some of the 
able and interested doctors associated with the 
University of Oslo. Fortunately, the  niversity 
had a newly built children’s clinic in the hospital 
under its control in which there was a small un- 
appropriated section that had been reserved for 
tuberculous children. beds 
available there for young cerebral palsied in- 
patients. 


Seven were made 


During the first few months when the program 
was being established some humorous incidents 
were encountered by both the parent group and 
the therapists. While all of the special personnel 
required to treat the children were arranged for 
and originally paid by the parent group. the reg- 
ular hospital personnel took over care of the 
youngsters who were inpatients. 
people were as nonplussed at having a group of 
cerebral palsied children on ward as was the 


These good 


Rehabilitation Goals in 


Samuel G. 


The goals of rehabilitation in pediatrics are 
varied and complex and merit consideration as 
an entity because the problems that are presented 
are so vastly different from those encountered in 
adults. This is quite understandable when it is 
realized that we are dealing with children from 
infancy to puberty, with different levels of intelli- 
gence and training, as compared to the adult who 
has reached his maximum level of mental capac- 
ity and physical accomplishment. 


Medicine Rehabilitation, 
for Chronic Diseases, 


From Department of Physical 
Jewish Sanitarium and Hospital 
Brooklyn, New York. 
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proverbial hen with a hatching of ducklings. The 
nurses seemed to believe that if children were in 
a hospital they should be kept (for goodness 
sakes!) in bed when they were not receiving 
treatment. Nor could they comprehend why little 
children, even babies for that matter, might be 
held up by the ankles in reaction testing or in 
treatment. Apparently anything not understood 
is disliked and feared by most people. 


As mentioned before, babies are carried over 
the therapist's shoulder to provide an adequate 
stimulus for lifting their heads. This stimulus 
may not be immediately effective and at one time 
in the “ancient history” of the Center, reports 
filtered up the higher echelons that dead babies 
were being carried about the hospital. This, and 
other misunderstood practices, were promptly 
and effectively defended so that now the cerebral 
palsied “ducklings” are an accepted and under- 
stood group. These incidents are mentioned only 
to show the need for more information about 
and more understanding of cerebral palsy by all 
people, even professional groups. 

In spite of such nettling trials and obstrue- 
tionist tribulations, the progress made at Oslo, 
under clear-cut’ medical direction, has stimu- 
lated both the medical profession and lay peo- 
ple. As a practical testimonial to this effect, 
three new centers, all patterned after the one in 
Oslo, have been opened in Norway within the 
past three months. 


Pediatrics 
Fever, M.D. 


Because of the growing interest in the pedi- 
atric phases of rehabilitation as demonstrated by 
the increasing number of hospitals, institutions, 
and centers devoted to these programs, it be- 
comes more important than ever that a definite 
classification of the status of the involved children 
be established. Early in the consideration of 
these problems one is immediately confronted 
with the startling revelation that in a considerable 
number of cases the problem hecomes one of ha- 
bilitation and not rehabilitation. In outlining a 
rehabilitation program for the average adult with 
physical disability resulting from trauma or dis- 
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ease, we are confronted with the clinical picture 
of a person with a definite degree of education, 
knowledge, and vocational training, maturity, 
and the memory of the former performance of 
usual adult activities of daily living; added to 
these important items is the ability and desire to 
accept and participate in a rehabilitation pro- 
gram. On the other hand, in the case of children, 
we are confronted with numerous clinical pic- 
tures in which a child is referred for rehabilita- 
tion who has never walked before, has a speech 
or hearing impediment, or is mentally retarded, 
Some are presented to us with no knowledge or 
ability to perform the usual daily activities of a 
child of comparable age and these are definitely 
cases for “habilitation.” The successful treat- 
ment of these children depends upon team-work 
of the pediatrician, physiatrist, therapists, teach- 
ers, neurologists, parents, and physicians in other 
specialties, and an understanding of the basic 
differences in the initial as pre- 
sented below. 


classification 


Classificatic 


1. The child whose major problem is that of a 
physical handicap. 

a. Present at birth, or acquired shortly after 
birth, Walking and other activities of 
daily living have not yet been acquired 
(birth to 18 months). 

b. Acquired after achieving some or all nor- 
mal activities of daily living (18 months 
plus). 

2. Children in whom deconditioning phenom- 
ena have resulted from acute or chronic dis- 
ease, or surgical procedures or trauma. 

3. The child with a severe physical handicap 
with normal mentality. 

1. The child with severe physical and mental 
defects. 

5. The mentally retarded child with no physi- 
cal defects. 


Case Illustrations 


1. Case of habilitation. 

This patient was admitted to the institution at the 
age of 16 months with a diagnosis of poliomyelitis. 
Manual muscle testing revealed severe paresis of both 
upper extremities particularly in the muscles of the 
shoulder girdle. The right lower extremity revealed 
moderate to severe paresis, and the left lower extremity 
revealed moderate paresis. There was total paralysis of 
the abdominals and a great loss of power in the mus- 
culature in the lumbar area. 

The patient was placed on a program of rehabilitation 
which consisted of intensive physical therapy including 


Tue PuysicaL Tuerary Review 


Vol. 33, No. 10 


muscle reeducation. Evaluations were made regularly 
and at the end of eight months there had been some 
return of function in the right lower extremity par- 
ticularly at the hip. The upper extremities, while they 
showed some improvement, remained quite weak. With 
the cooperation of the Orthopedic Service, a long leg 
brace was placed on the patient's right lower extremity, 
and support in the form of a brace was given to low 
back and abdominals. The arduous process of possible 
ambulation was then begun in the gymnasium. Three 
months were required for the patient to attain some form 
of standing balance. During this time he received oc- 
cupational therapy and efforts were made to teach him 
to use the left upper extremity functionally. After many 
months of occupational therapy and physical therapy the 
patient was able to walk and able to feed himself in a 
limited fashion. 

This patient is now back home and his greatest future 
problem will be one of adequate vocational training. 


2. Case of a normal child afflicted with poliomyelitis. 

A 13 year old male was admitted to this institution 
from another hospital in August, 1952, with a diagnosis 
of poliomyelitis. Manual muscle testing revealed severe 
paralysis of both lower extremities, abdominals, back 
musculature, and muscles responsible for speech. 

The patient was seen in consultation with the Ortho- 
pedic Service and a program of rehabilitation was 
mapped out for him which included physical therapy, 
occupational therapy, and speech therapy. Because of 
extreme paralysis he was treated twice daily in the 
Department of Physical Medicine and at the end of 
three months sufficient power had returned to the lower 
extremities to enable him to attempt standing. The 
abdominals showed a minimum amount of recovery, and 
concentrated effort was placed upon the possible restora- 
tion of muscles of the abdomen and back. The patient 
was seen by the Orthopedic Service and a drop foot 
brace was prescribed for the more affected lower ex- 
tremity. Intensive rehabilitation was pursued and in 
January, 1953 he had recovered enough to warrant dis- 
charge from the hospital. Following his discharge treat- 
ment was continued on an outpatient basis three times 
weekly. 

Long range planning for this patient must be along 
the lines of developing the vocational use of the upper 
extremities or training the child for one of the pro- 
fessions. 
ambulation 


3. Case of intensive rehabilitation where 


could not be achieved. 


A 10 year old female of normal intelligence with 
meningocele has been a patient in this hospital for the 
past several years. Upon the request of the Orthopedic 
Service, the patient was referred to this service for pos- 
sible rehabilitation with the emphasis to be placed upon 
future ambulation. Long leg braces with hip locks and 
low back brace where fitted for the patient. Manual 
muscle testing revealed paraplegia with almost complete 
loss ot motor and sensory power below the level of the 
umbilicus. In view of the minimal active motion in the 
both lower extremities it was decided to teach the pa- 
tient a paraplegic “swing-through” gait. Heavy resistive 
exercises were then given to the upper extremities with 
particular emphasis upon strengthening of the triceps, 
latissimus dorsi, and pectoral musculature. At the end 
of a four-month period, standing in the parallel bars 
was begun. This was gradually changed to a “swing-to,” 
followed by a “swing-through” gait in the parallel bars. 
Following this procedure, crutches were fitted and the 
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process of standing balance followed by the “swing-to” 
and “swing-through” gait was then carried on outside 
of the parallel bars. Some measure of success had been 
attained in this endeavor when the patient sustained a 
fracture of the left lower extremity (cause of fracture 
unknown). She was then immobilized for a period of 
three months and when able to return for therapy, the 
process of ambulation training had to begin all over 
again. Since this occurrence, the patient has never been 
able to follow through on a period of rehabilitation for 
a period of more than two months due to such causes 
as urinary disturbances, decubiti, and additional spon- 
taneous fractures of the lower extremities. At the pres- 
ent time the patient is standing in the parallel bars 
again after having been immobilized for two months due 
to urinary disturbances. 

This case presents a poor prognosis for physical ac- 
tivity. All efforts must be directed along educational 
lines to prepare this patient for professional, sedentary, 
or commercial clerical work. 


4. Case resistive to rehabilitation. 

This is a case which is presented to show the hope- 
lessness of all procedures in the possible rehabilitation 
of a patient with a normal mentality. A 12 year old 
female with a diagnosis of severe athetosis was accepted 
for rehabilitation in spite of extreme involuntary motions 
because of psychology report of normal intelligence. 
Concentration was placed upon daily self care activities, 
possible ambulation, and speech therapy. The patient 
received one and one-half hours of active therapy daily 
five days weekly for a period of 17 months. At the end 
of this time speech has not improved and attempted 
walking with brace has proven unsuccessful because the 
patient cannot control her involuntary movements even 
in the parallel bars. Attempts to dress and feed herself 
have proven unsuccessful because of the involuntary 
movements of both upper extremities. 

rhis type of patient presents an extremely poor prog- 
nosis for all phases of rehabilitation including vocation 
planning. 


>. Reconditioning for a patient after a long confinement 
in bed. 

This patient is a 10 year old male admitted to this 
institution approximately a year ago with acute rheu- 
matic fever. Due to the patient’s condition, complete 
bed rest was essential for about six months. At the end 
of this period he had made sufficient recovery and it 
was proposed to send him home. When he was allowed 
off the bed it was found that his walking was impaired 
to the point where the gait was both awkward and tiring. 
The patient was referred to this service where a recon- 
ditioning program was set up. This consisted of mat 
work, weight lifting, and resistive exercises to the entire 
body. After one month of this program, the patient had 
made sufficient recovery to warrant his going home. 


From a consideration of these cases and others 
which confront us constantly, it becomes quite 
apparent that to achieve any considerable degree 
of success smooth teamwork is required. The 
pediatrician after thorough study is in a position 
to tell the physiatrist just how much physical 
stress can be placed on the child; the neurologist 
gives us a clear clinical picture of the mental 
and emotional status of the child. The ortho- 
pedist decides early whether the child will be a 
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good candidate for surgery, bracing, or both. 
From these reports one can make an early ap- 
praisal of the level of expectancy for achieving 
any degree of habilitation or rehabilitation and 
in addition, project a clear picture as to where 
the greatest emphasis must be directed. Early in 
this phase of the program it is essential that the 
parents be incorporated in the rehabilitation 
team not only because they will play such a major 
part in supplementing actual treatment and edu- 
cation, but also because of their stabilizing in- 
fluence on a child who presents emotional and 
psychological problems, It is of definite im- 
portance that they be taken completely into the 
confidence of the team and be given a clear 
picture of the level of expectancy. This becomes 
doubly important because the common accept- 
ance of certain physical achievements, especially 
ambulation, has apparently become synonymous 
in the minds of the lay people with the term “re- 
habilitation,” while the other important aspects 
are completely overlooked. 

The usual program for a handicapped child is 
developed along the following lines. 


1. Complete clinical and laboratory study. 

2. Mental and physical evaluation including 
visual hearing or speech defects. 

3. Aceurate recording of physical defects in- 
cluding the range of motion and activities of 
daily living. 


When the information has been re- 
corded, a conference is indicated by the profes- 
sional team so that a long range program can be 
developed which should be directed not only 
along the lines of physical improvement but 
should take cognizance of the educational and 
future vocational status of the child. Participat- 
ing in such a program will be physical, occupa- 
tional and speech therapists, school teachers, 
psychologists, vocational instructors, social work- 
ers, and the parents. One can almost compare 
such a program to a carefully compounded medi- 
cinal prescription. It hardly seems necessary to 
mention, but should be emphasized, that the care 
of these children requires patience, kindness, 
tactfulness, and perseverance by all concerned. 
This becomes especially important and of chal- 
lenging proportions, when the child leaves its 
sheltered surroundings and enters into the com- 
petitive phase of life. This is where the early, 
careful planning should demonstrate the fullest 
utilization by the child of his residual abilities 
on a competitive basis and not one based on 
sympathy and coddling. In this connection a 
recent trend in the final phases of a rehabilitation 
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program is worthy of mention. Specific reference 
is made to the concept of the sheltered workshop, 
where the aim is to assist handicapped individuals 
in achieving a degree of self support, indepen- 
dence and dignity, based on ability and achieve- 
ments and not on sympathy. That there is ‘a 
definite need for such centers to provide eco- 
nomic security to those who unfortunately cannot 
compete with people of greater physical and 
mental ability is not to be denied, and offers 
much hope for the eventual channeling of many 
cases, heretofore, classified as custodial. 
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CONCLUSIONS 


The complex problems of rehabilitation in 
children have been presented with a classification 
of general case types. Several cases have been 
presented to illustrate the complexity of these 
problems. An attempt has been made to demon- 
strate the procedures for achieving the optimum 
in the habilitation and rehabilitation of children. 

I wish to express appreciation to Mr. M. Chrystal, 
chief physical therapist at the Jewish Sanitarium and 
Hospital for Chronic Diseases, for his valuable assistance 
in the supervision of the cases described. 


Dorothy E. Voss, B.Ed., Margaret Knott, 


Patients with shoulder disabilities, which in- 
clude a variety of diagnoses such as subdeltoid 
bursitis, peri-arthritis and tendonitis in the acute, 
subacute or chronic phases, are commonly re- 
ferred to the physical therapy department for 
treatment. They present complaints of pain, mus- 
cle spasm, and limited range of motion in varied 
degrees and a history of disability for a day, 
months, or even years. While it is probably true 
that few people go to their graves with a shoulder 
limited in range due to one of these common ail- 
ments, still to most physical therapists the pain- 
ful shoulder is a problem and there is need for 
improvement in treatment procedures. 

The usual treatment prescribed for these pa- 
tients consists of some form of heat, frequently 
massage, followed by exercise designated to be 
active, passive, or a combination of these. Cod- 
man’s exercises have been used popularly along 
with many other well known routines. Numerous 
devices have been tried to assist in increasing 
range of motion for the shoulder which does not 
respond to active exercise, The amount of time, 
money and effort spent in alleviating the painful 
shoulder is considerable. Therefore, a more ef- 
fective approach which will help the patient to 
regain a normal range of pain-free motion in less 


From the Kabat-Kaiser Institute, Vallejo, California 

t The reader is referred to Permanente Bulletin Vol. X, 
Nos. 1-4, August, 1952, Studies on Neuromuscular Dys- 
function XV, Arch. Physical Med. Vol. XXXIII, Septem- 
ber, 1952. and to Proprioceptive Facilitation Technics for 
Treatment of Paralysis, The Physical Therapy Review, 
Vol. XXXIII, No. I, Feb., 1953. 


B.S., and Aerman Kabat, M.D., Ph.D. 


time is desirable both from the patient's point of 
view and that of the physical therapist because 
it will help to ease the burden in the busy physi- 
cal therapy department. 

A new approach to therapeutic exercise is 
available in treatment of shoulder disabilities 
through technics of neuromuscular facilitation as 
developed by Kabat.+ The first consideration 
must be given to patterns of motion which are 
basic in that other technics are superimposed 
upon them. These patterns are combinations of 
motions in which groups of muscles function to- 
gether optimally as far as range of motion and 
power are concerned. They are spiral and diag- 
onal in character because the muscles of the 
body from their origins to their insertions are 
aligned in a spiral and diagonal fashion, and be- 
cause the joints of the body have a rotatory com- 
ponent which allows for greater range to be ac- 
complished in a spiral and diagonal motion than 
is possible in a straight motion. These patterns 
were derived from natural motions of the living, 
moving body, whereas straight motions in thera- 
peutic exercise descended from the anatomist’s 
description of the cadaver. 

Because these technics are based upon underly- 
ing physiological principles concerned with mech- 
anisms of proprioception, response to resistance, 
response to stretch, mass movement patterns, and 
reversal of antagonists, they are specific in na- 
ture. Because they are specific, it is possible to 
analyze precisely the patient’s needs and to plan 
logically how to best meet these needs. 
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The four diagonal patterns for the upper ex- 
tremities are described. Each pattern has its an- 
tagonistic pattern. The flexion-adduction pattern 
(1) with its components of flexion, adduction, 
external rotation of the shoulder, flexion or ex- 
tension of the elbow (elbow may remain straight) 
supination of the forearm, supination and radial 
flexion of the wrist, flexion of the fingers to the 
radial side, and flexion and adduction of the 
thumb is the direct antagonist of the extension 
abduction pattern (2) with its components of ex- 
tension, abduction and internal rotation of the 
shoulder, flexion or extension of the elbow (elbow 
may remain straight), pronation of the forearm, 
pronation and ulnar extension of the wrist, ex- 
tension of the fingers to the ulnar side and palmar 
abduction of the thumb. Flexion-abduction (3) 
is the direct antagonist of the extension-adduc- 
tion (4) with their respective components. 

In antagonistic patterns the completed or short- 
ened range of one is the lengthened or begin- 
ning range of the other. The pattern of the mo- 
tion which is to be emphasized, that is the pattern 
in which it is desired to gain range or power, is 
referred to as the agonist pattern and the pattern 
in which relaxation is desired is referred to as 
the antagonist pattern, 


Upper Extremity Patterns oF Motion 


1. Flexion-adduction 


a. Scapular motion — rotation with abduc- 
tion and elevation anteriorly. 


b. Seapulo-humeral motion — flexion and 
adduction with external rotation. 
c. Elbow motion (elbow may remain 


straight) flexion or extension with supina- 
tion of forearm. 
d. Wrist motion 
with supination. 
e. Finger motion 
radial side. 
f. Thumb motion 


flexion to the radial side 
flexion and adduction to 


flexion and adduction. 


Extension-abduction 

a. Scapular motion — rotation with adduc- 
tion and depression posteriorly. 

b. Seapulo-humeral motion —— extension and 
abduction with internal rotation. 

c. Elbow motion — (straight) flexion or ex- 
tension with pronation of forearm, 

d. Wrist motion — extension to the 
side with pronation. 

e. Finger motion — extension and abduc- 
tion to ulnar side. 

f. Thumb motion 


ulnar 


palmar abduction (ex- 


tension and abduction to ulnar side). 
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3. Flexion-abduction 


a. Scapular motion — rotation with addue- 
tion and elevation posteriorly. 

b. Scapulo-humeral motion flexion 
abduction with external rotation. 

c. Elbow — (straight) flexion or extension 
with supination of forearm. 

d. Wrist motion — extension to the radial 
side with supination. 

e. Finger motion — extension and abduction 
to radial side. 

f. Thumb motion 


and 


extension to radial side 


1. Extension-adduction 

a. Scapular motion —- rotation with abdue- 
tion and depression anteriorly. 

b. Scapulo-humeral —- extension and adduc- 
tion with internal rotation. 

c. Elbow — (straight) flexion or extension 
with pronation of forearm. 

d. Wrist motion flexion to ulnar side with 
pronation, 

e. Finger motion 
ulnar side. 

f. Thumb motion — opposition (flexion and 
adduction to ulnar side). 


flexion and adduction to 


There are also two “thrust” patterns in the ad- 
duction patterns. These combine elbow extension 
with ulnar extension of the wrist in the flexion 
adduction pattern and elbow extension with ra- 
dial extension of the wrist in the extension ad- 
duction pattern. The starting or stretch position 
for these thrusts is the opposite of their finish or 
shortened range position. 


Examination 


The patient is tested for limitation of motion 
in all of the patterns by carrying the part pas- 
sively through as much range as is possible with- 
out producing pain. Frequently, limitation may 
be present in all of the patterns and with limita- 
tion of the elbow, wrist, and hand as well as the 
shoulder. If so, all patterns must be considered 
in planning the treatment for this patient. Usu- 
ally the flexion patterns are most involved, al- 
though it is limitation in the extension-abduction 
pattern which does not allow the female patient 
to tie her apron strings or the male patient to get 
his hand in his rear pocket. 


Planning the program — maximal resistance 


After the involved patterns have been deter- 
mined, it is necessary to decide which technics 
of facilitation can best be used to help the pa- 


‘ 
= 
a 
ive 
od 
4 
} 


tient to regain a normal range of motion and a 
pain-free shoulder. Technics are specific for spe- 
cific problems but maximal resistance is a pri- 
mary requisite if technics are to accomplish their 
purposes. It is only through maximal resistance 
that maximum relaxation of antagonists and the 
most rapid gains in range and strength can be 
achieved. In definition, maximal resistance is the 
greatest amount of resistance which can be given 
to muscular contractions. When applied to the 
isometric (hold) contractions, resistance must be 
maximum without breaking the hold. When ap- 
plied to the isotonic (active) (push or pull) con- 
traction, resistance must be maximum but allow- 
ing for motion to be accomplished slowly through 
the active range with maximum effort on the part 
of the patient. In all technics of facilitation maxi- 
mal resistance promotes subsequent relaxation of 
antagonists, allows the patient to accomplish 
range without pain and develops power in mus- 
cles weakened through disuse. 

Traction applied to the part while technics are 
performed is very helpful in that it separates the 
joint surfaces and facilitates the proprioceptive 
mechanisms about the joint. Traction has long 
been applied by physical therapists in exercising 
painful joints but it is even more effective when 
patterns are used because the rotatory compo- 
nents of muscles and joints are being considered. 


Rhythmic stabilization 


In the shoulder where pain and muscle spasm 
are present to a marked degree and any attempt 
at active motion is painful, there are two technics 
which can be used to advantage. It may be desir- 
able to teach the patient the patterns and technics 
on the normal shoulder so that both patient and 
therapist are confident that directions will be 
understood, The first of these is rhythmic stabil- 
ization which is a reversal of antagonists technic 
with only isometric (hold) contractions of the 
muscle. The arm is carried passively to the joint 
just below the painful range. The patient is then 
instructed to hold the arm rigid or still (co-con- 
traction of antagonists). The therapist applies 
resistance alternately to the antagonist pattern 
and the agonist pattern; all components of the 
pattern are considered and resisted maximally 
but never break through the patient’s hold. This 
means that there is no joint motion allowed. If 
resistance is applied maximally with only iso- 
metric contraction, pain is minimal. or nonexist- 
ent. This procedure is repeated two or three 
times until a build-up in power is felt. The last 
“hold” is given to the agonist pattern and should 
be prolonged and maximal. Following this, the 
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patient is told to relax and either lowers his arm 
in the antagonist pattern or brings it down 
against resistance. After allowing the patient to 
rest briefly, he should be asked to move the part 
actively through as much range as is possible 
without pain. Rhythmic stabilization may be re- 
peated and further gains in range obtained due 
to relaxation of muscles of the antagonist pattern. 
It is even more effective to ask a patient to con- 
tract actively (isotonically) against maximal re- 
sistance in the agonist pattern following rhyth- 
mic stabilization. This must be done directly 
from the last isometric (hold) contraction of the 
agonist pattern without allowing relaxation to 
occur and with maximal resistance at the wrist. 
This will help the patient to make maximum gains 
in range most rapidly but it is suggested that it 
be tried only after the therapist is confident as to 
pattern, maximal resistance and has learned to 
feel the build-up in power which rhythmic sta- 
bilization achieves. 


Hold-relax 


The second technic of value in alleviation of 
acute symptoms is hold-relax which includes iso- 
metric (hold) contraction followed by relaxation 
and also is applied alternately to the antagonist 
and agonist patterns just below the point of pain. 
\fter several alternations, the patient is asked to 
move the part actively in the agonist pattern as 
far as possible whereupon the procedure may be 
repeated. Here again, maximal resistance to all 
components of the pattern with especial attention 
to rotation is extremely important. Also, maxi- 
mal resistance to the hand in order to facilitate 
contraction in the shoulder muscles is of prime 
necessity. 


Slow-reversal-hold-relax 


In the shoulder where pain and muscle spasms 
have subsided to the subacute stage, slow-re- 
versal-hold-relax may be the technic of choice. 
This technic consists of an isotonic (active) con- 
traction in the antagonist pattern followed by an 
isometric (hold) contraction, followed by volun- 
tary relaxation. This procedure is performed al- 
lowing only minimal joint motion to occur in the 
direction of the antagonist pattern. After relaxa- 
tion of the antagonist has occurred, the patient 
performs an isotonic (active) contraction in the 
agonist pattern with maximal resistance but al- 
lowing as much range as possible to be achieved. 
The patient then contracts isometrically (hold- 
ing) in the agonist pattern followed by repeated 
isotonic (active) contractions through the iso- 
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metric (hold) contraction. Slow-reversal-hold- 
relax may be repeated in order to make further 
gains in range. 


Rhythmic stretching 


In the shoulder where muscle spasm is no 
longer a factor but where limitation of range per- 
sists and there is definite evidence of contracture, 
it is possible to relieve tightness of structures 
about the joint by using rhythmic stretching. 
Because actual stretching is a necessity there is 
some pain produced during the procedure but if 
skillfully applied with proper attention paid to 
the components of the pattern, there should be 
no pain following the application of rhythmic 
stretching. The arm is carried actively to the 
point of limitation in the agonist pattern. At 
this point, the antagonist pattern is stretched by 
the therapist carrying the arm into the painful 
range momentarily and taking it back to the 
pain-free range. The patient is instructed to 
contract actively in the agonist pattern through- 
out the stretching procedure. When the stretch 
and (active) contraction are synchro- 
nized, the pain is tolerable and noticeable gains 
in range can be achieved readily. After several 
repetitions, the patient contracts isometrically 
(holding) in the agonist pattern, then isotonically 
(pushing or pulling) in repeated contractions 
until maximum range is achieved. Rhythmic 
stretching is very different from straight, passive 
stretching and if properly carried out, these pro- 
cedures bear no resemblance to each other. 


isotonic 


Slow reversal 


The technics presented are those used primarily 
for gaining range of motion. For development 
of strength and power slow-reversal is a very ade- 
quate technic. The patient pulls or pushes ac- 
tively (isotonically) in the antagonistic pattern, 
then without allowing relaxation to occur, re- 
verses into the agonist pattern. It may be desir- 
able to have the patient work only through par- 
tial range of the antagonistic pattern and then 
work through full range of the agonist pattern. 
After several reversals the patient is asked to hold 
(isometric) and then pull or push from the hold 
in the agonist pattern. The patient repeats the 
active (isotonic) contractions in the agonist pat- 
tern until fatigue oceurs. This contributes to the 
development of endurance. Active recuperation 
may be induced by having the patient reverse 
into the antagonist pattern or he may be allowed 
to rest and then repeat from the beginning. In 
order to have a completely functional result it is 
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important that maximum strength be developed 
throughout the range of all of the patterns. 


Reinforcement 


\s has previously been pointed out, contrac- 
tion in the agonist pattern may be facilitated 
through maximal resistance to the components of 
the pattern with resultant overflow of power to 
the weaker muscle groups. Further facilitation 
may be produced by reinforcement of the in- 
volved extremity through use of the normal upper 
extremity in bilateral symmetrical, bilateral asym- 
metrical, or reciprocal patterns. Resistance to the 
normal extremity is given maximally and initi- 
ated before resisting the involved extremity. Use 
of the normal extremity for reinforcement is de- 
sirable not only because of its direct effect upon 
the involved joint, but also because in this way 
the posture of the upper spine and shoulders can 
be improved. 


Supplementary exercise 


Supplementary exercise is carried out through 
use of wall pulleys. Patients work in the patterns 
to be emphasized using as much resistance as will 
still allow for maximum active range. The mo- 
tion is repeated as many times as the patient can 
complete the active range. The patient is also 
instructed to perform the patterns actively at 
home in order to maintain maximal carry-over 
of range and relaxation obtained during the treat- 
ment session. Here the emphasis is placed upon 
frequency rather than repetitions. 

Patients who have symptoms which are de- 
scribed as acute or sub-acute respond dramati- 
cally to this type of exercise procedure with not- 
able gains in range of motion and lasting relief 
of pain after one to three treatments, 


CASE REPORT 


\ case report is presented in order to show 
the management and result obtained in a patient 
whose shoulder problem was of long standing 
duration, who had been treated with various ac- 
cepted procedures without beneficial results, and 
who was given a prognosis of limited function, 

This patient was treated with combinations of 
diathermy or infra-red and exercise technics, as 
outlined in the paper. Massage was given briefly 
but was discontinued because of pain reaction in 
the scarred area at the site of the operation. For 
brevity’s sake, a chronological report of events 
and results is presented rather than a lengthy 
description of the treatment procedure. The pa- 
tient was treated 3 to 5 times per week for ten 
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months, except for one vacation period of two 
weeks. 


A Sl-year old white female housewife had a history of 
shoulder pain, with onset in August, 1951. She was 
treated symptomatically at the medical clinic and in 
January, 1952, received a course of deep X-ray treatment 
and procaine injections without reliet. Foliowing this 
procedure, the patient was referred to the orthopedic 
service. X rays of the shoulder revealed calcium deposits 
in the soft tssues above the greater tuberosity of the 
humerus. On April 9, 1952, transplantation of the right 
biceps tendon was performed. The patient was discharged 
from the hospital tour (4) days later, One month later 
she was referred to physical therapy when no active 
motion and marked atrophy of all muscles of right upper 
extremily were present. 

On May 19, 1952 active motion (all measurements were 
done in traditional straight motion) was recorded as 
follows: abduction— 55°, torward flexion——90°, external 
rotation— 10, internal rotation—-20°. The patient was 
admitted to the hospital July 18th for manipulation in an 
attempt to hasten further gains in range of motion 
although she had shown gradual progress. Three days 
following manipulation there was marked pain and pro 
iective muscle spasm and no active motion present. 
Patient had been started on 50 mg. cortisone daily im 
mediately post-manipulation. Physical therapy resumed 

infra-red followed by rhythmic stabilization. 

Cortisone was discontinued on August 4th because of 
undesirable side eflects. Active motion on Aug. 7, 1952; 
abduction--90 , forward flexion—130°, external rota- 
tion 50", internal rotation—55 . Patient was seen in 
orthopedic clinic and given a prognosis of limited func 
tion with probability of no further gains in range of 
motion. 

Started on supplementary pulley program in gym 
nasium Oct. 2nd. Active motion; true abduction—90 
further abduction , forward flexion——140°, external 
rotation 50°, internal rotation 83 . 

On return from vacation on Oct. 20th active motion 
and abduction 90, further abduction 98 , forward 
flexion 140°, external rotation—40 , internal rotation 

52°. Two weeks later—abduction—-90", further abduce- 
tion 115°, forward flexion—160°, external rotation —52 , 
internal rotation 75°. 

Examination on March 23, 1953 revealed active motion 
still somewhat limited but rotation essentially normal! 
Patient was instructed in a home program using dumb 
bells and was told to return every two weeks for a 
‘ hee kup 

On July 7, 1953 range of active motion was; abdue- 
tion—90°, further abduetion—-118 , forward flexion 
162°, external rotation 90°, internal rotation 
Patient feels no limitation in activity due to pain or 
weakness although the scarred area is still sensitive to 
touch, 


This patient was extremely cooperative during her in- 
tensive course of treatment in spite of her early disability, 
pain, and apprehension. From within a month following 
the manipulation, she performed all of her own house- 
work, including strenuous activities, such as removing 
wallpaper from a room in her home. She now performs 
all home-making and gardening activities easily. 

With early physical therapy, it is probable that many 
of this patient’s problems could have been eliminated 
and prevented. Her case was presented not because of 
dramatic response as is seen in early and uncomplicated 
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cases, but because of the improved function gained after 
a prognosis of limited function had been made. This is 
evidenced by gains in range in abduction of 28°, forward 
flexion 32°, external rotation 40° and internal rotation 
26° from the time the prognosis was given. The remain- 
ing limitation in range is in the flexion abduction and ex- 
tension abduction patterns, which are the patterns most 
closely related to the normal functioning of the biceps 
muscle with its synergists and antagonists. 


SUMMARY 


The authors have presented a program of exer- 
cise for shoulder disabilities which has been used 
for the past year in a series of thirty-six patients 
with more satisfactory results than have been 
gained heretofore. There are several generali- 
ties which deserve emphasis: 


1. Patterns of motion are natural motions and 
the components of the pattern must be consid- 
ered; i.e., supination occurs in the flexion pat- 
terns as does exterfial rotation. 

2. Maximal resistance is of prime importance 
but isometric (hold) contractions are not broken 
by the therapist and isotonic (active) contrac- 
tions must occur directly from the isometric con- 
traction after maximum “hold” is obtained. 

3. Technics are specific for solving specific 
problems and, therefore, it is essential that the 
patient's problems be carefully analyzed. 

1. Repeated isotonic (active) contractions are 
performed against maximal resistance but allow- 
ing for maximal gain in range of motion. This 
is necessary in order to develop power and en- 
durance throughout the active range. 

5. In the shoulder where marked pain and 
muscle spasm are present, rhythmic stabilization 
and hold-relax with no joint motion are the 
technics of choice. 

6 Rhythmic stretching is used only where 
there is limitation without muscle spasm. 

7. Slow reversal followed by repeated active 
(isotonic) contractions in the agonist pattern is 
the technic to be used for development of power 
and endurance throughout the active range of all 
patterns and is essential for a completely fune- 
tional result. 

8. Verbal commands must be accurate and 
understood by the patient. When isometric con- 
traction is desired, the command is “hold.” Iso- 
tonic (active) contractions require commands 
“push” or “pull.” “Pull” is used in active con- 
tractions of the adduction patterns and “push” is 
used in the abduction patterns. The command 
commonly used in the thrust patterns is “shove.” 
The command for voluntary relaxation is “relax” 
or “let go.” 

9. Optimum cooperation of the patient is ob- 
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tained by having the patient understand thor- 
oughly what he is to do. Instruct the patient by 
teaching him how to follow commands on his 
normal extremity. 

Experience has demonstrated that where tech- 
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nics of neuromuscular facilitation are skillfully 
applied in the treatment of shoulder disabilities, 
the patient is more amenable to treatment, and 
pain and limitation of motion subside more rap- 
idly than when other forms of exercise are used. 


A Unit Conversion Table for 
the Electromagnetic Spectrum 


Wilbur R. Gregory, B.S. 


The unit conversion table was designed pri- 
marily for use by studeats. It offers a rather sim- 
plified method by which wavelengths may be con- 
verted from one unit of length to the other hur- 
riedly, The meter is the basic unit of length in 
the metric system and every other unit of length 
is expressed in terms of it. It is admitted that 
this conversion of units is merely the change of 
the decimal point, but it may be simpler to ex- 
press units in terms of exponentials. 

In order to obviate the use of this table a re- 
vjew of exponents may be helpful. The exponent 
is the number of times the base 10 is multiplied 
by itself. For example, 


10° = 10 10 10 = 1000 


The following is a partial list of powers of 10: 


10° = 1 

10! 

we “10 

10 <1 

10° 10 » 10 = 10,000 

< 10 10 10 = 100,000 

10° <10 X < 10 10 10 = 1,000,090 


In the case of a negative exponent the recipro- 
cal of these values are used: 


: = 0.01 
10x10 100 

Physical Therapist, Physicians’ Physical Therapy Service, 

Portland, Oregon 

This paper was written while the author was a student at 

Washington University School of Medicine, Department 

of Physical Therapy. 


0.0001 


10* 10 10 10» 10 10,000 


In expressing a number as an integral power of 
10 the decimal point is moved to the right of the 
first integer. The exponent is the number of 
places the decimal point has been moved. If the 
decimal point is moved to the left the exponent is 
positive and if to the right, negative. For exam- 
ple, to express 100 as a power of 10 the decimal 
point has to be moved two places to the left 
(1.00); therefore the exponent of 10 will be 2 
and positive (1.00 * 10°). In converting 0.0] 
the decimal point is moved two places to the 
right (O01.); therefore the exponent is 2 and 
negative (OOL. 


Examples: 


10=10' 

2. 100 = 1.00 * 10° 10 
1,000 = 1,000 10 10 
10,000 = 1.0000 10° 
01 
0.01 = 01, lo 
0.001 = 001. * 10 1-8 


0.0001 = 0001. * 10-* = 10~* 


The only other operation involving exponents 
necessary for our purpose is multiplication. ‘To 
multiply two numbers expressed as powers of 10 
the exponents are added algebraically. When 
both exponents are positive the sum of the expo- 
nents gives the correct exponent of the product. 
Example: 10° x 10% = 10°*% = 10%. This can be 
verified by multiplying LOO 1,000 to obtain 


|| 
a a 
7 
3. 10 -~=(.001 
| 1 l l 
a 
3. a 
5. 
6. 
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Prefix 


micro micro 


milli micro 


micro 


cent 


deci 


kilo 


mega 


Taste I 


Fraction or multiple 
of the basic unit 


1,000,000 000 000 


1,000,000,000 


l 
1,000,000 


1,000 


100 


WwW 


1,000 


1,000,900 
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100,000 = 10°. If one of the exponents is nega- 
tive the smaller exponent is subtracted from the 
larger; the sign of this exponent will be the 
same as the larger exponent. Examples: 

10? x 10-* = 10°'; x 10° = 10! 
When both exponents are negative the exponent 
of the product is negative and is the sum of the 
two exponents. Example: x = 
All the above examples may be verified. This 
procedure is useful since conversion from unit to 
unit merely involves the multiplication of the ap- 
propriate factor of 10. 

Conversion is based on a system of prefixes 
each of which denotes what fraction or multiple 
of the basic unit it is. These prefixes have the 
same meaning whether the basic unit is length 
(meter), mass (gram), or electrical units ( farads, 
watts, etc.). The prefix, its fraction or multiple 
of the basic unit, and the power of 10 by which 
any number expressed in terms of the unit must 
be multiplied to be converted into the basic unit 
is given in the following table (Table 1). For ex- 


Il 


converted 


Unit to be 


cm 


to be converted to 


milli 
micron 


nicron 


iicro 
micro 


Anr.U. 


milli 


| micron 


micron 


milli 


er 


3 
10 


10” 10 10 


To convert a number expressed in units listed in the left-hand column to any other unit, 
multiply the number by the factor, listed in the appropriate column to the right of the unit 
to be converted. 
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| 10 
| 
milli Jjo-3 
10-2 
101 
103 
Unit 
kilo \jmeter] deci iiLli Ang.U. jmicro 
meter cro 
LO 10 10 10 Fi 10 10 10 
_5 .4 ad 6 
ho he* | 
fact fast fact fact 
-5 -2 af / 8 fo 
-4 a s 
deci * ho | | | 20 
-3 2 3 é 40 
meter 10 10 10 10 lu 10 10 
(basic 
unit) 
¥ s 6 


Taste Ill 


Wavelength 


Frequency in 
s/second 


meter deci! cm] mm [micron 


jNear 
Lo Infra-red 


|Long 


Grenz Hays 


Neutrons; 
Gamma Rays} 


Cosmic 
hays 


ample, milli prefixed to the basic unit, meter follows that 1 meter = 1,000 mm. Thus, the re- 


(millimeter) is —+;-of a meter; and 15 milli- verse process of converting meters to millimeters 
meters is —\os-or 15 X 16-* (0.015 meters). It is accomplished by multiplying millimeters by 
must be remembered that the result is expressed 10)". 

in the basic unit. Since 1 mm. = eer Meter, it The use of the Unit Conversion Table (Table 
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Electro- 
Magnetic 
kilo mf jAne.U. | micro |Spectrum 
micr 
0 
7 ° 
10% fio” fro*ho" |10' 
7 ? 10 7 
fro? fro® ho 10% ho’? | 10” fectrical, 
2 & g “ 4 7 
1 © ¥ - 
10° ho" [20° ave 
-! 2 3 ¥ 10° 
10° 1 \ Radio 
10 
10 {10 {10 10 (radar) |, 
— 10 
.6 -3 - 2 3 7 
Jao" ho® fo” [107 | 10" 
10 #=#|10 fo fo 10 10 
10 
10 10 10 10 J 10 10 0 10 Infra- ‘ae 
10 |10 ho |10° ho 10 
10.“ ho” ho 
10" ho" ho" ho* | 
10 j10 fo fio ho 10 10” 
10 O flO 10 fo 10 
10 {10 oO flO flo 10 id” 
a 
a 


AA 


Il) gives the factor by which a number in any 
unit must be multiplied to be expressed in any 
other unit. For example, 150 centimeters may be 
converted to millimeters by multiplying by 10! 
(150 * 10' = 1500 mm), to meters by multiply- 
ing by 10°? (150 * 10°* =1.50 meters), to Ang- 
strom units by multiplying by LO® (150 x 10° 
1.50 X = 1.5 * 10" Angstrom units). 
As pointed out earlier, this table may be used for 
basic units other than length. For example, 2500 
watts is equal to 2500 * 10-* kilowatts (2.5 kw.). 

The Unit Conversion Table is the basis of the 
table for the Electromagnetic Spectrum (Table 
111). With this table any wavelength (any factor 
of 10, any unit) may be converted to any other 
unit by simply reading across the table to the ap- 
propriate column. In terms of the metric unit 
table headings all factors of 10 on one line are 
equivalent. 

The electromagnetic spectrum on the right 
shows an approximate relation between. wave- 
lengths and frequencies in cycles per second. 
\ shortwave radio wavelength on the electromag- 
netic spectrum may have a wavelength of 15 me- 
ters which will fall between 10° and 10° in the 
meters column; 15 meters is equal to 1.5 * 10! 
meters, 1.5 * 10° centimeters, or 1.5 * 10" Ang- 
strom units, ete. To calculate the exact frequency, 
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the formula ec 
2.9978 X 10" centimeters per second (speed of 
light), {= frequency in cycles per second, and 
A = wavelength in centimeters. 


= fA must be used, where c = 


Calculation: 
2.9978 * 10'° cm/sec 
——— = 2 X 10’ cycles/sec 
1.5 * 10° em/cycle 
A frequency of 2 X 107 cycles per second is 
equal to 20,000,000 cycles per second. This fre- 
quency is greater than 10° and less than 10° 
cycles per second. Thus an approximate rela- 
tionship is seen between wavelengths and fre- 
quencies. A wavelength of the above frequency is 
an example of shortwave diathermy. 


SUMMARY 


A method for converting one unit to another 
in the expression of wavelengths of the electro- 
magnetic spectrum has been presented, primarily 
for use*by students. Since an understanding of 
exponents is necessary some of the basic princi- 
ples hay e been rey iewed. 

The author wishes to express appreciation to Sedgwick 


Mead, M.D. and Miss Emily Mueller, of Washington 
University School of Medicine, St. Louis, Missouri for 


their suggestions on the Unit Conversion Table. 


IMPORTANT 
Notice to all Members 

A directory of members will be printed in December. Addresses to be 

used will be those on file in the National Office on November 1, 1953. 


Any corrections of your name or address must be received in this office 
before November | if they are to appear in the directory. 
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Suggestions from the Field 


A Table for Exercises 


in the Prone Position” 
J. C. Goldthwait, M.D., and R. M. Lieber 


It has been observed for many years by phys- 
ical therapists that certain exercises are more ef- 
fectively performed with the patient in the prone 
position. This seems to be especially true of pa- 
tients with various types of arthritis, and it has 
been the practice at the Robert Breck Brigham 
Hospital to start prone position exercises early 
with these patients, particularly when shoulder, 
spine, or hip involvement is present. Certain ob- 
vious mechanical advantages can be obtained in 
this position. Extension of the spine and hips 
against gravity can be performed best this way 
and pendulum exercises of the shoulder are most 
easily done with the patient prone and the arm 
hanging over the edge of the support. We have 
observed, moreover, that in certain patients 
movements of the extremities in which the me- 
chanical factor is not important can be more 


From the Physical Therapy Department, Robert 
Brigham Hospital, Roxbury, Massachusetts 
*This study was supported by the New England Arthritis 
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easily executed when the patient lies face down. 

The subject of this paper is a practical one: 
the construction and use of a physical therapy 
table. The purpose of the table is to provide a 
means of obtaining easily full range of motion 
of the extremities with the patient in the prone 
position. The principle is simple. The table top 
is divided into three sections. The center section 
supports the body and remains stationary. The 
head and foot sections support the arms and legs 
respectively and can be lowered to produce the 
desired degree of motion. In figures 1 to 4 are 
shown the details of construction of the model 
built at the Robert Breck Brigham Hospital. 
Electric motors working through reduction gears 
turn drums, on which are wound wires attached 
to the four corners of each of the movable table 
tops. Switches at the side of the table within 
easy reach of the physical therapist control the 
motors, and limit automatically stop 
the table tops at the fully raised and fully low- 
ered positions. Thus, with the patient's trunk 
supported, the level of the sections supporting 
the extremities can be quickly and simply con- 
trolled. Each section of the table top is covered 
with foam rubber over which is fastened a firm 
plastic cover. This provides a sufliciently soft 
surface for cushioning the body but does not 
result in appreciable loss of fixation of the trunk 
or extremities, 

The patient can be rolled from bed or litter 
directly onto the table and into the prone posi- 
tion with a minimum of discomfort and with 
very little aid from the physical therapist. De- 
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Figure 1. Table in normal position, 


|| 

4 

7 
2 

| 

3 


THe PrysicaL THerary 


Review Vol. 33, No. 10 


Figure 2. Table with arm and leg sections partry lowered. 


pending on the degree of disability, this transfer 
from supine to prone position may be accom- 
plished by the use of a draw sheet or simply by 
guidance and support of the affected parts. The 
patient is placed so that the anterior superior iliac 
spines are at the level of the midtable break: thus 
when one lowers the leg section of the table. free 


hip motion is obtainable. When the arm section is 


shoulder joint and = shoulder girdle 
movements be performed. The trunk is 
supported at all times by the central section of 
the table. Usually the patient's head rests on his 
chin, but he may he shifted forward so 


lowered. 
may 


easily 


Figure 3. Detail of motor. 


that the head and neck are free of support or, if 
weakness or pain requires, a headrest can easily 
be arranged. 

In a comfortable prone position, our patients 
have carried out a program of exercises which we 
feel has been of definite benefit, particularly 
when there has been weakness of the extensors 
of the spine and hips, and when pendulum exer- 
cises for the arms have been desirable. We have 
started the program when the atrophy of disuse 
or the actual disease process has made assistive 
exercises necessary. We have observed that the 
transition to active motion against the force of 
gravity has been more rapid than formerly, 
therefore, the use of resistance to increase muscle 
strength has been forwarded. For these resist- 
ance exercises a DeLorme quadriceps boot for 
hip and knee motion and a bar and weights for 
shoulder and elbow motion have been found 
most useful. Sandbags or saddle bags with 
weights could of course be employed especially 
for spine hyperextension. We have used the table 
extensively for side-lying exercises, although for 
abductor strengthening it possesses no great ad- 
vantages over the conventional plinth. It has 
been found, however, that progressive tensor 
fascia lata stretching over the midsection break, 
or lateral spinal curvature stretching in a similar 
fashion is facilitated. When the patient is supine, 
adjustment of the table top levels allows stretch- 
ing of tight hip flexors and of tight pectorals. 

Exercises to be given in the prone position 
specifically and used for the various segments 
of the body are as follows: 
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With arm section completely lowered, 


a. Shoulder and shoulder girdle exercises 
may be done: 

1. Pendulum swing for flexion, forward 
elevation, extension, hyperextension, 
horizontal flexion ——- adduction, hori- 
zontal extension — abduction and cir- 
cumduction. 

2. Abduction and sideward elevation. 

3. Adduction and sideward depression. 

1. Inward and outward rotation. 

The following spine exercises may be 

done and are often combined with arm 

motions. 

1. Neck extension, rotation, and lateral 
flexion. 

2. Thoracic spine extension. 


With arm section only partially lowered, it 

presents a fixed point on which the hands 

may he plac ed: 

a. Hyperextension of wrists (flexor stretch- 
ing). 

b. Hyperextension of the wrist with elbow 
extension, scapular adduction and thor- 
acie spine extension. 


With arm section at same level as central 
section: 
Elbow extension 
forearm to be 
fixed). 


(width of table allows 
pendant with humerus 
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IV. With leg section lowered (this may vary 
from a few inches to two feet 
a. Hip extension. 
b. Hip abduction and adduction. 
c. Hip rotation, inward and outward, 
d. Hip cireumduction. 
e. Lateral tilt of pelvis. 


Side-lying exercises with leg section 
tially lowered: 


par- 


a. Tensor fascia lata stretching. 

b. Hip abduction against gravity from ad- 
ducted position, 

c. Hip flexion and extension, 

d. Hip and knee flexion and extension. 


It has occasionally seemed worthwhile to note, 
for the psychological effect on the patient, in- 
creases in the range of motion in a joint. This 
can be done by using a goniometer, a tape meas- 
ure, or simply by making pencil marks on the 
table top. The table lends itself to this type of 
thing as it is easy to reproduce day after day 
standard conditions under which the 
ments are taken. 


measure- 


DISCUSSION 


The prone position presents certain obvious 
mechanical advantages in the performance of 
certain and _ this the 
use of a device 


exercises paper describes 


whereby the physical therapist can more readily 


construction 


Figure 4. Adjustment of table for leg exercises. 
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make use of these advantages. In practice we 
have found that many of the procedures usually 
carried out in the Hubbard tank can be per- 
formed with the table we have described. As a 
result there is considerable saving in time and 
effort since the table can be easily taken on to 
a hospital ward. As mentioned above, we have 
observed that in certain patients movements of 
the extremities, in which the mechanical factor 
is not important, can be more easily executed 
when the patient lies face down. The reason is 
not clearly understood. It has been proposed 
that righting reflexes and postural reflexes play 
a part in this phenomenon, a concept which is 
supported by certain other observations. In the 
decerebrate ape rigidity in the upper extremities 
is most commonly displayed by the muscles of 
the flexor groups, and the characteristic attitude 
of the limb with the animal in the upright po- 
sition is one of flexion. However, if the animal 
is placed in the quadrupedal position, the ex- 
tensors also become hypertonic and the attitude 
assumed is like that of decerebrate rigidity in 
lower animals (Best and Taylor). Similar find- 
ings can occasionally be demonstrated in patients 
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with hemiplegia. Twitchell, working in Denny- 
Brown’s clinic, described in detail the process 
of recovery from hemiplegia and noted that at 
certain stages the position of the patient had a 
marked effect on the mobility of the afflicted limb. 
The connection of this data with the arthritides 
is tenuous and at the moment can only be placed 
in the category of clinical impression. We hope 
that with experience will come further observa- 
tions on this interesting hypothetical relationship 
between position of the body and motions of 
the extremities. 


SUMMARY 


Herein is described the construction and use 
of a physical therapy table by means of which, 
with the patient in the prone position, a full 
range of motion of the extremities may be ob- 
tained. 
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Suggestions from the Field 


Report of 
Functional Examination 
Elizabeth R. Perry, A.B. 


Introduction: 


This study was made at the out-patient treat- 
ment center of the Crippled Children’s Society 
in Miami, Florida. It is not intended to be a 
comprehensive study in any sense but was done 
merely as an attempt to evaluate the findings on 
this particular group of patients. 


Purpose : 


We were attempting to find a basic method of 
evaluating cerebral palsy patients at six months 
and yearly intervals in the Physica! Therapy De- 
partment. The Occupational Therapy Depart- 
ment had used an Activities of Daily Living Test 
which they compiled and found very satisfactory. 
The Physical Therapy Department felt that if a 
test of functional physical abilities could be com- 
piled and used in conjunction with the Aetivi- 
ties of Daily Living test. a better evaluation of 
the patient’s abilities could be obtained. 


Functional Examination: 


This test was made by taking the basic devel- 
opmental physical activities such as rolling, crawl- 
ing, kneeling. and hand-knee standing, and list- 
ing them with their component parts in approxi- 
mate order of complexity and neurological de- 
velopment required. It does not include dressing 
or adjustment of clothing because it was felt that 
these activities belong in the Occupational Ther- 
apy Department's testing records rather than in 
Physical Therapy. Some complex motor activi- 
ties are included such as getting in and out of an 
automobile and boarding a bus. 

The test was mimeographed on standard white 
&'2” by 11” paper. It was printed lengthwise of 
the sheet to conserve space and to allow more 
test recordings to be placed on the same sheet. 
The backs of the pages are blank and can be used 
for notes or remarks as indicated. 

On the face sheet of the test pertinent informa- 
tion is recorded such as the child’s name, age, 
sex. diagnosis, date of test and the name of the 
therapist giving the test. Also included in this 
information is a description of the type of braces 

Physical Therapist. Crippled Children’s Society, Miami, 
Florida 
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and shoes worn, and grading key. At the bottom 
of the page re-test dates can be written in with 
the name of the therapist giving the re-test. 


Methods of Testing: 

Tests were done in the Physical Therapy De- 
partment as the children came in for treatment. 
\ special time was not set aside for this testing. 
The average time required was approximately 
15 minutes or one and one-half treatment peri- 
ods, Where it was impossible to secure the 
child's co-operation a longer testing time was 
required with two therapists, one working and 
the other recording the findings. 

The test was explained to the patient before it 
was begun and the children were very much in- 
terested in it. In cases where the patient was 
too young for such explanation, the parents were 
familiarized with the test. 


Equipment Needed for Testing: 


Within department: 
Large mat 
Treatment table 
Walking area at least 20 feet long. 
Chairs of assorted sizes, some with arms and 
some without. 
Gait stairs. 
Outside of department: 
Bathroom 
Ramp 
Bus 
Automobile 


STATISTICS FROM FUNCTIONAL 
EXAMINATIONS 


fora Numper or Cases Testrep 
Number of males tested 24 
Number of females tested 6 


DIAGNosts Ww) 
Rigidity 
1 remor 
Athetosis 
Spasticity 
Hemiplegia 
Paraplegia 
Triplegia 
Quadriplegia 


cerebral palsy 


17 years 
year 
18 years 


Ace Rance or Cases Testep 
Youngest patient tested 
Oldest patient tested 


Averace Ace or Cases Testep 7.4 years 


Lenctu or Time Unper TREATMENT AT THE 

CHILpREN’s SOCIETY 
Least time under treatment 1 month 
Greatest time under treatment 41 months 


Averace Time Unper AT THE 


CHILpREN’s Sociery 19.4 months 


29 
15 
” 
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STATISTICS FROM Fune TIONAL EXAMINATIONS: 


Goop Fam Poor 
ROLI 9 l 0 l 
KNEFI 26 ; 6 8 
STANDING BALANCE 21 1 5 10 
WALKING YES 29 
NO ll 


CONCLUSION AND SUMMARY: 


It was concluded from the study that this is a 
satisfactory method for evaluating cerebral palsy 
patients’ functional physical abilities. 

Considering the existing shortage of qualified 
physical therapists it was felt that this test is sat- 
isfactory for the following reasons: 


1. Minimum time required 


2. Ease of administration 


NAME: 
DIAGNOSIS: 
BRACES & EQUIPMENT: 
SHOES: 
PUBLIC SCHOOL 


GRADE SYMBOL KEY 
N No apparent involvement 
G Performs activity in spite of involvement 
I Performs activity slowly and inaccurately 
P Partial performance 
0 Unable to perform activity 


PEST CONDITIONS: Full co-operation 
ORIGINAL TEST DATE: 
RETEST DATE 


ROLLING: 


A. Back to stomach 
l. Left to right 
2. Right to left 
B. Stomach to back 
l. Left to right 
2. Right to left 
C. On hard surface (Floor or mat) 
D. On soft surface (Bed) 


CRAWLING 


A. Get on hands and knees 

1. Assisted 

2. Unassisted 
B. Maintain balance on hands and knees 
Cc. Crawl 

1. Assisted 

2. Unassisted 

3. Reciprocal motion 
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AGE: 


SPECIAL SCHOO! 


Partial Co-operation 
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3. Little special equipment required 
1. Test may be used for patient motivation. 


This test will be kept as part of the patient's 
clinical record and repeat tests will be made at 
six months and yearly intervals. 

As testing reveals the necessity, the examina- 
tion will be revised and adjusted to make it even 
more eflective as a recording and evaluating 
device. 

It was the general feeling that this test when 
used in conjunction with other testing methods, 
such as Activities of Daily Living, phonetic eval- 
uation, psychometrics and psychologicals, will 
aid in patient evaluation. 

Testing will be continued in view of the above 
findings. 


OUT PATIENT 


SPECIAL MARKS 
B With braces 
Without braces 


TY--Too young to perform activity 


NT--Not tested 


Observation 


THERAPIST 


4. Other pattern (Describe) 
KNEELING 
A. Get into kneeling position 
1. Assisted 
2. Unassisted 
B. Maintain kneeling position (10 secs.) 
1. Resists attempts to throw off balance 
a. Antero-posterior 
b. Lateral 
C. Knee walking 
1. Forward 
2. Backward 
3. Sideward 


RISE FROM LYING TO SITTING POSITION 


A. Own method 
B. With arms 
C. Without using arms 


= : 
u 


Vol. 33, No. 10 


SITTING 

A. On flat surface with knees bent 
1. Using arms 
2. Without using arms 
3. Indian or tailor fashion 

. On flat surface with legs straight 

1. With arms 
2. Without arms 


>. Sit down on chair from standing 


l. Assisted 
2. Without assistance 
3. Pattern or method 


RISE TO STANDING 
A. From bed or table 
B. From sitting 
1. In correct chair 
a. Chair with arms 
b. Chair without arms 
2. From too high chair 
3. From too low chair 
1. From floor (Describe) 


5. From wheel chair 


TANDING BALANCE 
. With support (Describe) 
. Without support (Time) 
1. With feet apart 
2. Feet together 
3. Arms at sides 
4. Holds balance against force 
a. Antero-posterior 
b. Lateral 


C. Standing posture 


GAIT 
A. With assistance 
1. With human support 
a. Bilaterally 
b. Unilateral (which) 
c. Posterior 
d. Anterior 
e. Fingertip 
. Inanimate support 
a. Parallel bars 
b. Furniture 
c. Crutches 
. Canes 
e. Other support (Describe) 
. Description of gait 
1. Speed 
a. Fast 
b. Slow 
2. Body alignment 
3. Foot placement 
4. Stability 
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a. Antero-posterior 
b. Lateral 
. Confidence 
. Position of head 
. Position of arms 
. Pelvie tilt 
Lordosis 
. Back knee 
. Coordination of arms and legs 
2. Weight distribution 


>. Functional walking activities 


1. Up ramp 

2. Down ramp 

. Up curb 

. Down curb 

Up steps (Describe method) 

. Down steps (Describe method) 
. Turn 

. Backward 

. Sideward 


~ wr 


Naw 


. Halt when ordered 
11. On rough surface 
12. Pick up object from floor 


D. Walking pattern 


1. Without shoes 
2. With shoes 


3. With braces and shoes 


Balance 


. Right leg (How long?) 
. Left leg (How long?) 


2 
3. Hop, right 
4. Hop, left 


5. Jump, flat surface 


6. Jump from height 


CONTROL OF ARMS 
. Relax arms while sitting 
. Relax arms while standing 
. Relax arms while speaking 
. Extend elbow 


1. Right 
2. Left 


. Flex elbow 


l. Right 
2. Left 


Flex fingers 


1. Right 
2. Left 


Extend fingers 


1. Right 
2. Left 


. Extend wrist 


1. Right 

2. Left 
Extend thumb 
1. Right 

2. Left 
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Oppose thumb 
1. Right 
2. Left 
<. Left body weight on hands 
1. Sitting 
2. Standing 


3. Prone (Push-up) 
MISCELLANEOUS COMPLEX ACTIVITIES 


A. Toilet needs 
1. Get on and off toilet from chair 
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2. Get on and off toilet from standing 
. Get into an automobile 

1. With assistance 

2. Without 
>. Get out of an automobile 

1. With assistance 


assistance 


2. Without assistance 
D. Get on and off a bus 
E. Put on braces 
F. Take off braces 
G. Lock and unlock braces 


Meet Our New Contributors 


Joel C. Goldthwaite, M.D., Junior \ isiting Physician, 
Robert B. Brigham Hospital, Boston, Massachusetts, re 
ceived his medica! degree from Harvard Medical School 
in 1943. 

Dr. Goldthwaite was formerly 
at Peter Bent Brigham Hospital. Among his professional 
afhiiations are the Massachusetts Medical Society, the 
American Kheumatism Association, and the New Eng 
land Kheumatism Society. 


Wilbur R. Gregory attended Western Michigan 
College of Education and later was awarded the degree 
of Bacheler of Science in Physical Therapy from Wash 
ington University, St. Louis, Missouri. 

Since graduation Mr. Gregory has been employed by 
the Physicians’ Physical Therapy Service, Portland, Ore 
gon, under the direction of Arthur C. Jones, M.D. 

Mr. Gregory is a member of the American Physical 
Therapy Association and the American Registry of 
Physical Therapists. 


Dorothy Knight, Occupational Therapist, Essex 
County Cerebral Palsy Center, Newark, New Jersey, 
received her occupational therapy preparation at the 
University of Southern California, and the following 
year studied at the University of Washington. She re 
ceived her B.A. degree from Eastern Washington College 
of Education, and in 1952 enrolled at Columbia Uni 
versity for postgraduate courses in cerebral palsy. 

Miss Knight was Industrial Analyst for the Blind, 
Spokane Air Depot; Rehabilitation Director, Edgecliff 
Tuberculosis Sanatorium, Spokane; and Occupational 
Therapist for the Spokane Cerebral Palsy School before 
joining the staff of the Cerebral Palsy League of Essex 
County, New Jersey. 

Her hobbies are painting and sculpture. The interview 
with Mrs. Mossige was prepared while Miss Knight was 
studying on a scholarship awarded by the Elks’ National 
Foundation. 


Ruth M. Lieber, Chief Physical Therapist, Robert B 
Brigham Hospital, Boston, Massachusetts, received her 
physical therapy certificate from Bouve-Boston, and 
later was Clinical Supervisor, Bouve-Boston School and 
Sargent College 

Before accepting the position at the Robert B. Brigham 
Hospital, Miss Lieber was Posture Consultant at Brearley 
School, New York City. She is a member of the Ameri 
can Physical Therapy Association. 


Assistant in Medicine, 


Hanne Mossige, Supervisor, Children’s Clinic, State 


Hospital, Oslo, Norway, is a member of Norske Syke- 
gymnasters Landsforbund. Mrs. Mossige spent six months 
in the United States on a fellowship for further study of 
cerebral palsy. The paper which is presented in the 
Review was prepared from a leeture given by Mrs. 
Mossige to a group of physical and occupational ther- 
apists attending the course offered by the Coordinating 
Council of Cerebral Palsy of New York. It was felt that 
the description of the work and the philosophy expressed 
would be of interest to physical therapists here. Mrs, 
Mossige, in a personal communication to Miss Elson, 
wrote that the lecture had not been intended for publica- 
tion and asked that it not be printed. She felt that since 
her visit to the United States there might be changes in 
some of the treatment procedures. We felt, however, 
there will be no change in the warmth and understand- 
ing which is inherent in the program and therefore took 
the liberty of publishing it. 


Elizabeth R. Perry, Physical Therapist, Crippled 
Children’s Society, Miami, is a graduate of Butler Uni- 
versity, Indianapolis, where she received her A.B. degree 
in 1943. Upon graduation, she entered Harvard UL ni- 
versity Medical School and in 1944 awarded the 
Certificate of Completion in physical therapy. 

Mrs. Perry was physical therapist at the Veterans 
Administration Hospital in Fort Harrison, Indiana, and 
Supervisor of Physical Therapy at the Indianapolis 
General Hospital. She is a member of the American 
Physical Therapy Association and the American Registry 
of Physical Therapy. 
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Dorothy E. Voss, Assistant Head Physical Therapist, 
Kabat-Kaiser Institute, Vallejo, California holds the de- 
gree of Bachelor of Education from Western State 
College of Macomb, Illinois, and took postgraduate 
studies in physical education at the University of Wis- 
consin. 

She completed requirements for her physical therapy 
certificate at Harvard Medical School. 

Following graduation, Miss Voss did research on 
“Growth Problems in Anterior Poliomyelitis” at Chil- 
dren’s Hospital, Boston, and was staff physical therapist 
at Massachusetts General Hospital. She was Chief 
Physical Therapist at George Washington Hospital, 
Washington, D.C. before joining the staff of the Kabat- 
Kaiser Institute. 

Miss Voss is Secretary of the Physical 
Therapy Association. 
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[urine the next few months one of our Association’s most important committees will be busily 
at work on a project which is of primary concern to every physical therapist. This group is the Com- 
mittee on Nominations which has the responsibility for selecting and presenting to you persons 
capable of assuming the duties of national officers. It is obviously a difficult undertaking and one 
which requires objective thinking and keen foresight to insure success. 

As one means of expediting this task, this committee will call upon every chapter to assist in the 
initial selection of possible candidates by suggesting names of persons qualified for office. It is 
this opportunity which holds for every one of us the greatest responsibility and which necessitates 
our careful consideration of the manner in which we meet this task. 

It is unfortunate but true that in too many chapters the suggestions for nominees become a popu- 
larity contest rather than an expression of sincere and thoughtful selection. Too few of us, when 
we present a name, take the time to first consider the requirements of the job for which we are 
selecting the person. The positions held by our national officers are not similar and neither are they 
of an honorary nature. They require certain characteristics and abilities and in order to make a 
sound selection of candidates these must be taken into consideration. In this respect it is suggested 
that each of us, prior to the chapter meeting, read and read carefully Article V of the Bylaws in 
which are stated the qualifications and duties of the officers. With these points clearly in mind, a 
reliable and efficient nomination will naturally result. 

One other tendency relative to candidate selection also is somewhat apparent in our Associa- 
tion and is one which reflects inconclusive and hasty thinking. We refer to the pattern of suggest- 
ing many of the same people year after year to fill offices. Now we are not recommending that every 
election should produce a complete new population in our executive group. This would result 
only in confusion and retardation of progress since a balance of experience and originality is a 
basie requisite. However, the trend of submitting the same name does place an undue burden on 
the Committee on Nominations and fails to promote interested new persons who may have much 
to contribute. 

When you are called upon to assist in the selection of nominees, consider carefully the many 
possibilities among your chapter officers and committee chairmen who have, by virtue of their 
work, shown promise of one sort or another to successfully perform certain jobs. Above all, be 
objective in your thinking; weigh the person’s ability against the requirements of the office. 
Consider also the possibilities presented by the national committee members with whom many of 
you have worked and who have the advantage of experience on a national level. 

Finally, keep constantly before you the fact that although it is the duty of the Committee on 
Nominations to select the slate, you have a large responsibility in suggesting candidates who will 
hest represent you in determining the policies of your Association and profession. 


Give the United Way ! 
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Association Activities 


Marriages 


Martha Hadeland of Los Altos, Calif., to A. Travor Turn- 
bull, Sacramento, Calif. 

Pauline Wilcox of Pueblo, Colo., now Mrs. Pauline W. 
Hayden, Pueblo, Colo. 

Judith E. Johnston of Parks AFB, Pleasanton, Calif., to 
Lt. James R. White, Parks AFB, Calif. 

Helen J. Steele of lowa City, lowa, to Thomas L. Jones, 
Jr., Cleveland, Ohio 

Lucia Osgood of Penacook, N. H., to 
Pe nacook, N. H. 

Helen Martin of Seattle, Wash., to Leonard Tall, Seattle, 
Wash. 

Phyllis M. Johnson of 
Phyllis J. Samore, Ann Arbor, Mich. 
Frances Lewis of Macon, Ga., Mrs. 
Schultz, Corpus Christi, Texas 
Lois Phenicie of Eugene, Ore., now 
domske, Eugene, Ore. 
Zetta Potter of Seattle, 
wood, Seattle Wash 
Bernice June Cleveland of Los Angeles, Calif., now Mrs. 

Bernice ©. Jensen, Hollydale, Calif. 
Nora Hoel of Minneapolis, Minn., to Laurenct J. Breyen, 
Minneapolis, Minn 
Margery Bradley of 
Long Beach, Calif 
June Stallmann of 
Champaign, Ill. 
Paula Eldridge of Port Jefferson, L. 
Pascucei, Nantucket, Mass. 


Edward Ryan, 


Ann Arbor, Mich., 


now Mrs. 


now Frances L. 


Mrs. Lois P. Ra- 


Wash., now Mrs. Zetta P. Lock 


Vilas, N. C., to Donald D. Coler, 


Holvoke, Mass., to Robert 


Tacy, 


to Vineent 


Change in 1954 Conference Date 


It has heen necessary to change the date pre- 
viously announced for the 1954 Conference in 
Los Angeles in order to avoid sharing facilities 
with another large national convention with 
20.000 attending. 

The thirty-first annual conference of the Amer- 
iean Physical Therapy Association will be held 
at the Hotel Statler. Los Angeles, the week of 
June 27, 1954. 


Eleanor M. Kelly of Belmont, Mass., was killed 
in an automobile accident in Vero Beach, Florida, 
on July 6, 1953. Miss Kelly who was a graduate 
of Sargent was on the staff of the Leland School 
in Detroit for many years and had been a mem- 
ber of the American Physical Therapy Associa- 
tion since 1936. 


Association Membership Expanded 
For Foreign Trained 


At the annual meeting in Dallas in June, the 
Executive Committee approved a plan whereby 
qualified physical therapists trained in some 
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foreign countries might become members of the 
American Physical Therapy Association. Re- 
quirements include: membership in a_ physical 
therapy association affiliated with the World 
Confederation for Physical Therapy; one year 
of supervised experience in this country; success- 
ful completion of an examination given by the 
American Physical Therapy Association. 

Under this plan chapters and members will 
have added responsibilities to cooperate in assist- 
ing these colleagues to become part of our pro- 
fessional group. 

The following detailed information has been 
printed in pamphlet form for those eligible or 
interested. 

Member 


How to Brecomi 


Informational data on membership require- 
ments for members of physical therapy associa- 
tions affiliated with the World Confederation for 
Physical Therapy who have entered, or are plan- 
ning to enter, the United States on a permanent 
visa. 


Eligibility Requirements 


1. Graduation from a school of physical 
therapy approved by the physical therapy 
association of that country. 

Membership in the physical therapy associa- 
tion in the country of training. 

Letters of reference from the physical 
therapy society, former employers, and 
others which are satisfactory to the Ameri- 
can Physical Therapy Association, 


After Arrival in the United States 


Upon completion of an application form with 
the above information, and payment of a service 
fee of five dollars, the National Office of the 
American Physical Therapy Association will give 
guidance to help the candidate fulfill the specific 
professional requirements of: 


1. A minimum of one year of experience in a 
department satisfactory to, and approved 
by. the American Physical Therapy As- 
sociation and under the supervision of a 
member of the Association. 

2. Successful completion of an examination. 

Only those whose work and personal references 
are satisfactory will be permitted to take the ex- 
amination. The Association reserves the right to 
require an additional period of supervised ex- 
perience before the examination can be taken. 
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Association Services to the Candidate 


1. Help in finding approved employment. 
2. Help in any professional or personal prob- 
lems occurring during the probationary 
period, The candidate is encouraged to 
write to the National Office for any help 
or guidance which is needed. 

}. Guidance on study in preparation for the 
examination, 

4. Introduction of the candidate by letter to 
the president of the chapter in the area of 
employment in order that candidate may 
attend meetings and become acquainted 
with colleagues, 


GENERAL 


In the Lnited States the individual state re- 
serves the right to regulate the practice of phys- 
ical therapy within its borders, Therefore, in 
some states those trained in other countries may 
not be eligible for employment under the laws 
of that state. It is not possible always to provide 
employment in a specific city or state due to 
these restrictions. The candidate for member- 
ship should bear this in mind and be willing to 
accept employment wherever it is advised. A 
good reading and speaking knowledge of English 
is essential, If this is at all limited, a longer 
period of supervised experience may be advised 
together with study of the language during that 
time. 


Memper-OrGANIZATIONS OF THE WorLD 
CONFEDERATION FoR PrysicaL THERAPY 


Australia The Federal Council of the Australian 
Physiotherapy Association 
Canada—-Canadian Physiotherapy 
Denmark Danske Fysioterapeuter 


Association 


Finland) Suomen Laakintavoimistelijain 
Yhdistys 
Great Britain Chartered Society of Physio- 


therapy 

New Zealand—-New Zealand Society of Physio- 
therapists, Ine. 

Norway Norske Sykegymnasters Landsforbund 

South Africa—South African Society of Physio- 
therapists 

Sweden Kvinnliga Legitimerade Sjukgym- 
nasters Riksforbund 

United States—-American Physical Therapy 
Association 

West Germany—Zentralverband der Kranken- 
gymnastischen Landesverbande wester- 

deutschen Bundesgebiet 
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Mildred Elson Reelected 
President at London Meeting 


Mildred Elson, Executive Director of the Amer- 
ican Physical Therapy Association, was reelected 
president of the World Confederation for Physical 
Therapy at the first International Congress of 
that group which concluded its week-long session 
in London on September 8. 

Miss Elson summed up the feeling of the 1.350 
registered delegates to the Congress when she 
said at the closing dinner, “The knowledge, good 
fellowship, and understanding which we have 
gained through the lectures, demonstrations, 
trade exhibitions, and social events which have 
made up this Congress will be carried by the 
370 overseas visitors from 25 countries to the 
far corners of the earth. Patients in India, South 
Africa, Europe, North and South America, 
Australia, and New Zealand will benefit from 
what has been said and done here. The well- 
being which will spread from this Congress to 
the four the earth 
measured.” 


corners of cannot be 

Forty Americans attended the meetings. Two 
members of the American Physical Therapy 
Association participated in the program. Dr. 
Catherine Worthingham presented a paper on 
“The Trends of Education for Physical Ther- 
apists” and Margaret Knott demonstrated some 
of the rehabilitation technics in use at the Kabat- 
Kaiser Institutes, in conjunction with a presenta- 
tion made by Dr. Herman Kabat. co-founder of 
the Institutes. 

In addition to the lectures and the scientific 
presentations, the Congress was marked by a 
number of outstanding social functions. The 
high point was the reception by the Lord Mayor 
of London at Guild Hall. The British Medical 
Association, the Apothecaries Association, and 
the British Minister of Health also received the 
delegates. 

American delegates were deeply impressed by 
the hospitality of the Chartered Society of 
Physiotherapy of Great Britain, and by the ex- 
ceptionally efficient manner in which all arrange- 
ments were carried out. All meetings were well 
attended, and ample opportunity was provided 
for an exchange of ideas both in and out of 
meetings. Favorite topics of discussion in “rump 
sessions” were opportunities for advanced study 
in other countries, reciprocity, and standards of 
education for physical therapists. 


(Note: A fuller account of the proceedings of the 
Congress will appear in the November issue of the 
Review.) 
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D. T. Watson School of Physiatrics 


The Division of Physical Therapy of the D. T. 
Watson School of Physiatrics owes its name, as 
well as its home, to David Thompson Watson. 
Mr. Watson was the famous Pittsburgh attorney 
who represented the United States in the settle- 
ment of the Alaskan Boundary dispute. Despite 
a busy law practice, Mr. Watson maintained a 
lively interest in crippled children throughout his 
lifetime and furnished the best care possible for 
many who were brought to his attention. Upon 
his death he bequeathed his estate to his wife 
Margaret Hepburn Walker Watson. This was 
done with the understanding that she would leave 
her estate, including their country home, for 
founding a home for crippled children. It was 
his express wish that the best and most up-to-date 
medical care always be given to the patients, yet 
at the same time he wished to preserve a little of 
the graciousness of the living habits of the early 
20th century. Typical of this was his request to 
have the greenhouse maintained so that fresh 
flowers would always be available for the children. 
The Board of Trustees, some of them still friends 
and business associates of Mr. Watson, have tried 
very hard to maintain this Watson standard. 

It was in line with the policy of modern med- 
ical care that the first physical therapist was em- 
ployed when the Home for Crippled Children was 
opened in 1920. The late Dr. David Silver, then 
Chief of Staff, became acquainted with physical 
therapy during World War | and recognized the 
importance of this infant field. At his suggestion, 
the first physical therapy student was admitted in 
1920: however. no formal course organization 


was made until 1927 when the school became 
affiliated with The University of Pittsburgh 
School of Medicine — an affiliation that has been 
continued. In those days life could be a little 
more leisurely and a two-year physical therapy 
course open only to college y 

lished. So that individual instruction could be 
given to each student, only four students were 
admitted each year. This pattern of education 
continued until 1942. Then with World War Il 
came an acceleration of all education and D. T. 
Watson put aside the two-year course to assist in 
the Woman’s Army Specialized Training Pro- 
gram. A new patlern was thus established, and 
the present one-year certificate course was started, 
\ degree program with the College of the Uni- 
versity of Pittsburgh was initiated in 1938 to 
satisfy the growing need of students to complete 
a program in four years. 

When the Council on Medical Education and 
Hospitals of the American Medical Association 
surveyed the physical therapy schools of the 
country and published its first approved list in 
1936, D. T. Watson School was on the list. It 
also had a place on the original list of approved 
schools of the Commonwealth of Pennsylvania 
and, although a pioneer among physical therapy 
schools, D. T. Watson has kept pace with modern 
educational trends. 

The School of Physical Therapy is located on 
the Watson country estate, Sunny Hill, about 15 
miles west of Pittsburgh, Pennsylvania. Seventy 
acres of landscaped grounds and seventy acres of 
farm land comprise the estate. The rolling lawns, 


graduates was estab- 
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the beautiful gardens and the gracious Watson 
home are memories for D. T. Watson students 
everywhere. The forty-room Watson residence is 
now the school building. The billiard room has 
become the classroom, where anatomical models 
rest in Chippendale cabinets and a famous paint- 
ing of Moses has been preserved because it shows 
muscles so well. Mr. Watson’s law library is now 
well stocked with medical books; and the Jap- 
anese card room and the breakfast room, with its 
wonderful old panelling and Dutch tile fireplace, 
are study rooms. The formal dining room, Mrs. 
Watson's bedroom, and a former guest room 
serve as women’s dormitories; and Mr. Watson’s 
oflice is now a physical therapy school office. In 
the basement of the building is the dissection 
room where students spend hours learning an- 
atomy. Throughout the building scientific pro- 
gress and gracious living intermingle to give an 
atmosphere conducive to even the most difficult 
learning. 

On the same grounds and connected by a tun- 
nel with the school building is the one hundred- 
bed D. T. Watson Hospital School for Crippled 
Children. School laboratory space is in the large 
auditorium of this building and a close coopera- 
tion is maintained between the school and the 
hospital. Patients with many types of disability 
may be demonstrated in the classroom and are 
available for laboratory classes. 

Some classes of the school are held in the Med- 


To achieve the status of a good staff Physical 
Therapist will be your immediate objective on 
completion of your basic professional education 
at New York University. What makes a good staff 
therapist? The question will be answered in a 
different way by everyone who ponders it; and so 
I give you my own ideas, to be supplemented by 
your thoughts and those of others whose opinion 
you may ask. 

The essential ingredients of a good staff Phys- 
ical Therapist seem to me to be competence, kind- 
ness, imagination, self respect, and loyalty. You 
say that those are characteristics of any adequate 
person whose work touches closely the lives of 


Reprinted from The Violet Ray, yearbook of the New 
York University Physical Therapy Class of 1953. 
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Recipe —For A Good Staff Physical Therapist 


Elizabeth C. Addoms 
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ical School of The University 
at the Medical Center, but most of the students’ 


time from October until mid June is spent at the 
Watson Estate. 


of Pittsburgh and 


In mid June the class scatters to the various 
clinical practice facilities in the Pittsburgh area 
for well rounded clinical experience. The phys- 
ical therapy departments of the hospitals of the 
Medical Center, St. Francis Hospital and the Vet- 
erans Administration Hospital at Aspinwall al- 
low students to see and treat practically every 
kind of disease and disability usually seen in a 
physical therapy department. Selected clinics are 
nearby for student visits. 

The original School of Physical Therapy has 
grown into a School of Physiatrics where courses 
are given for physicians, graduate physical ther- 
apists, and nurses. 

An account of the school would be incomplete 
without special recognition of the role that Dr. 
Jessie Wright has played in guiding and expand- 
ing the School. And high tribute must also go to 
Miss Lucile Cochran, the Administrator of the 
School, who has carried on so well what we like 
to call the Watson tradition. Although Mr. Wat- 
son probably visualized the best medical care for 
a local situation, he would be most proud to see 
the graduates of the school that he endowed 
caring for handicapped people throughout the 
world. 


people and I agree. You suggest that we get 
down to something more tangible, more concrete. 
Suppose we try. 

\ good staff therapist knows his job. He is 
acquainted with the physiologic and psychologic 
rationale underlying the application of techniques 
used in his profession, and is skillful in the ad- 
ministration of those techniques. Always ready to 
learn from others, he still possesses calm con- 
fidence. He functions well, even under pressure. 
Competence. 

A good staff therapist evidences in countless 
ways a sympathetic understanding of his patients 
and their unique problems. He bends every effort 
toward the total welfare and happiness of his 
charges. He is generous in extending credit to 
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his associates when commendation has been fairly 
earned by them. Kindness. 

A good staff therapist is resourceful. His per- 
formance is not circumscribed by the exact pro- 
cedures taught and equipment used during the 
period of his student training. Without de- 
teriorating into an unthinking disciple of any 
“system,” he welcomes with enthusiasm new and 
better approaches to patient care. He invests, 
builds and experiments within strictly appropriate 
limits. A sense of humor will never permit him to 
take himself and his reactions too seriously, or 
to develop an attitude of self pity when the going 
is rough. He recognizes and honors the indi- 
vidual personalities of all with whom he has con- 
tact, whatever their relationship to him may be. 
Imagination. 

A good staff therapist conducts himself with 
pleasing dignity. High quality is the stamp of 
his professional appearance, manners, standards 
and ethics. While refusing to accept undeserved 
praise, he derives soul satisfaction from hard 
work well done. Self respect. 

A good staff therapist protects and supports his 
profession. He guards its reputation in the med- 
ical field and in the larger community. He is 
anxious to contribute a reasonable amount of his 
time, strength, intelligence and money to further 
the worthy objectives of his professional organ- 
ization, on both local and national levels. He 
deems it a privilege, as experience is gained, to 
assist in the clinical training of Physical Therapy 
students. Without waiting to be asked, he offers 
a helping hand where it is needed. Loyalty. 

\ good staff therapist operates best on a re- 
habilitation team. He understands and appreci- 
ates the contribution of other players on the 
team, both inside and outside of his own depart- 
ment, institution or agency. He will never covet 
the role of Pooh-Bah or Lord High Executioner. 
He has faith in the team and behaves accordingly. 
Competence, kindness, imagination, self respect 
and loyalty. 

If mixed in the proper proportions and heated 
well over the fire of exper ience, the above named 
ingredients of a good staff Physical Therapist 
may be expected to evolve into able leadership, 
without which no profession can meet its’ respon- 
sibilities, and develop its’ full potentialities. 


New Student Members 
Bouve-Boston 
Cynthia Y. Clair 


Vedical Center 


Lt. Elsie R. Martyn 
Lt. Jean M. Meyer 


Brooke Army 


Lt. Barbara G. Brownell 
Lt. Jean L. Eastep 
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Lt. Ann D. Fritseh Lt. Frances L. Mitchell 
Lt. Joan M. Graziano Lt. Catherine J. Probst 
Lt. Rita T. Gregory Lt. Shirley A. Schelper 
Lt. Minnie J. Jones Lt. Barbara A. Smith 
Lt. Winnie W. Luzon Lt. Gertrude \. Sterk 


Chapter News 


Greater New York District 


“Honestly, | don’t remember when I’ve had a 
better time,” was the cry heard on the bus re- 
turning from Talman Mountain Park, Nyack, 
New York. 

Lobster, sun, and fun were the topies of con- 
versation. The purpose of the Lobster Bat held 
by the Greater New York District, New York 
Chapter of the American Physical Therapy Asso- 
ciation, was to raise ‘money for the World Con- 
federation for Physical Therapists. The one 
hundred dollar donation speaks for the success 
of the Bat. 

Races, soft ball, good food, and much chatter 
among the Confederation friends ended all too 
soon, 

Our warmest wishes for a successful World 
Confederation congress in London in September. 


ALICE SELIGMAN 


New York District 
Program Chairman 


Louisiana Chapter 


The Louisiana Chapter became the 27th to send 
a contribution for the World Confederation For 
Physical Therapy. 

It was with a great deal of pride that we were 
able to transmit a draft for $1,050.00 from the 
American Physical Therapy Association. 


North Carolina Registration Examination 


An examination for registration under the 
North Carolina Physical Therapy Practice Act 
will be given in Gastonia, North Carolina, on 
Friday, October 30, 1953. (pplication foryis 
and further information may be obtained from 
Maria M. Kennedy, Secretary. The State Exam- 
ining Committee of Physical Therapists, 123 
West Seventh Street. Charlotte. N.C. 
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Schools of Physical Therapy 


APPROVED BY THE COUNCIL ON MEDICAL EDUCATION AND HOSPITALS 


California 


School of Physical Therapy 

Childrens Hospital Society 

4614 Sunset Blvd., Los Angeles 27 
(Univ. of California, Los Angeles) 


School of Physical Therapy 
College of Medical Evangelists 
White Memorial Hospital 
Boyle & Michigan Aves. 

Los Angeles 33 


Department of Physical Therapy 
University of Southern California 
University Park 

Los Angeles 7 


Curriculum in Physical Therapy 
School of Medicine 

University of California 

3rd & Parnassus 

San Francisco 22 


Division of Physical Therapy 
Stanford University 
Stanford 


Colorado 


School of Physical Therapy 
Department of Medicine 
University of Colorado 
4200 East Ninth Ave. 
Denver 7 


Connecticut 


School of Physical Therapy 
University of Connecticut 
Box U 101 


Storrs 


Ilinois 

t*School of Physical Therapy 
The Medical School, Northwestern University 
303 East Chicago Ave. 
Chicago 11 


tDepartment of Physical Therapy 
State Ll niversity of lowa 
*University Hospitals 

lowa City 


Kansas 

School of Physical Therapy 

University of Kansas — Medical Center 
Kansas City 3 


OF THE AMERICAN MEDICAL ASSOCIATION 


Graduates of these schools are eligible for membership in the American Physical Therapy Association. 


Louisiana 


?tCharity Hospital School of Physical Therapy 
1532 Tulane Ave. 
New Orleans 


Massachusetts 


*Course in Physical Therapy 
Bouve-Boston School 
Medford 55 
(Tufts College, Medford) 


*Program in Physical Therapy 
Simmons College 

Children’s Medical Center 
300 Longwood Ave. 

Boston 15 


*Department of Physical Therapy 
Boston University 
Sargent College of Physical Education 
6 Everett St. 
Cambridge 38 


Michigan 
Curriculum in Physical Therapy 
Dept. of Physical Medicine & Rehabilitation 
University Hospital 
University of Michigan 
1313 East Ann St. 
Ann Arbor 


Minnesota 


Course in Physical Medicine 
The Medical School 
University of Minnesota 
Minneapolis 14 


tSchool of Physical Therapy 
Mayo Clinic 
Rochester 


Missouri 


Department of Physical Therapy 
Division of Auxiliary Medical Services 
School of Medicine 

Washington University 

Barnes Hospital 

600 S. Kingshighway 

St. Louis 10 


Division of Health & Hospital Services 
St. Louis University School of Nursing 
1402 South Grand Blvd. 

St. Louis 4 


* Only women accepted 
+ Only certificate awarded. 
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New York 


*Physical Therapy School 
Albany Hospital 

New Scotland Ave. 

Albany 1 

(Russell Sage College, Troy) 


Program in Physical Therapy 
University of Buffalo 

2183 Main St. 

Buffalo 14 


Division of Physical Therapy 
College of Physicians & Surgeons 
Columbia University 

630 W. 168th St. 

New York 32 


Curriculum in Physical Therapy 
School of Education 

New York University 
Washington Square 

New York 3 


North Carolina 


7Division of Physical Therapy 
School of Medicine 

Duke University 

Durham 


Ohio 
School of Physical Therapy 
The Frank E. Bunts Educational Institute 
Euclid & East 93rd St. 
Cleveland 6 
(Cleveland Clinic) 


Pennsylvania 


+The D. T. Watson School of Physiatrics 
Leetsdale 


Division of Physical Therapy 

School of Auxiliary Medical Services 
University of Pennsylvania 

1818 Lombard St. 

Philadelphia 46 
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Texas 
+tGrady Vaughn School of Physical Therapy 
Baylor University Hospital 
Dallas 1 


*School of Physical Therapy 
Hermann Hospital 
Houston 5 


School of Physical Therapy 
The University of Texas — Medical Branch 
Galveston 


Virginia 
Physical Therapy School 
Baruch Center of Phys. Med. & Rehabilitation 
Medical College of Virginia 
Richmond 19 
(Richmond Professional Institute) 


Wisconsin 


Section in Physical Medicine 
Medical School 

University of Wisconsin 
Madisoa 


U. S. Army Medical Service 


Physical Therapy Course 


Medical Field Service School 
Brooke Army Medical Center 
Fort Sam Houston, Texas and 
Brooke, Letterman, and Walter 
Reed Army Hospitals 


Write to: The Surgeon General 
Department of the Army 
Washington 25, D. C. 

Attention: Personnel Division 


* Only women accepted. 
+ Only certificate awarded. 


Please direct all inquiries regarding tuition, entrance requirements and other specific 


information to the school and not to the American Physical Therapy Association. 
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Abstracts 


Correlation of Ballistocardio- 
gram with Work Performance 
and Energy Cost for Guidance in 
Rehabilitation of Cardiac Pa- 
tients 


Henry Brown, Seymour H. Rinzler, 
and Joseph G. Benton, CimcuLation, 
V1I:740-746, May 1953. 


The authors have been particu- 
larly interested in the problem of 
rehabilitation of cardiac patients 
and since definite knowledge of the 
functional capacity of such patients 
would be of value in guiding the 
course of rehabilitation, especially 
vocationally, the present study was 
undertaken with the following pur- 
poses: (1) to determine if any cor- 
relation existed between the ballisto- 
cardiogram at rest and the ability 
of a cardiac patient to do work or 
expend energy, and (2) if a cor- 
relation were found, to decide if it 
warranted the use of the resting bal 
listocardiogram as a simple, clinical 
source of information for guidance 
in planning rehabilitation programs 
for cardiac patients 

In 51 known cardiac patients of 
all etiologies and functional classi- 
fication | through III, a comparison 
was made of the resting ballisto- 
cardiogram and the ability to do 
work and expend energy as deter- 
mined by a step-walking 
tests of graded intensities, while ox- 
ygen consumption was measured in 
a closed system respirometer 

Ihe results indicate that under the 
conditions studied, a normal resting 
ballistocardiogram in a known car- 
diac patient is very frequently asso- 
ciated with the capacity for moderate 
to marked energy expenditure. An 
abnormal resting ballistocardiogram 
gives no consistent information 
about the patient's work capacity. 
Statistical analysis of these correla 
tions is highly significant. 

Furthermore, the resting ballisto- 
cardiogram, normal, appears 
to be a more accurate indicator of 
the functional classification of a 
cardiac patient than the assignment 
of a classification on the basis of 


series of 


when 


the interpretation of the cardiac his- 
tory and physical examination. 
This suggests that the resting bal- 
listocardiogram (a) may be a useful 
tool in evaluating the functional or 
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work capacity of a cardiac patient 
for rehabilitation purposes and vo- 
eational guidance, and (b) may 
serve as a screening device for find- 
ing those cardiacs, other things be- 
ing equal, who possess the functional 
capacity to perform jobs or activities 
whose energy requirements are 
known or can be estimated. How- 
ever, in view of the relatively higher 
incidence of abnormal resting ballis- 
tocardiograms in persons in the 
older age groups, for practical pur- 
poses this usefulness of the ballisto- 
cardiogram may be limited to the 
cardiac patients under the age of 
50 years. 


Action of Muscular Work on 
Transfer of Sugars Across Cell 
Barriers; Comparison with Aec- 
tion of Insulin 


M. S. Goldstein, V. Mullick, B. Had- 
dlestun and Rachmiel Levine, Am. 
J. Puy., 173:212-216, May 1953. 


It has been known clinically for 
many years that intense muscular 
work increases the uptake of sugar 
from the blood, even in the un- 
treated diabetic patient. Because of 
the similarity of the action of work 
to that of insulin in respect to blood 
glucose, the authors were led to in- 
vestigate whether, like insulin, it 
would effect the entry of sugars on 
the basis of chemical configuration 
irrespective of utilization. 

Muscular work is known to in- 
crease the rate of uptake of glucose 
by tissues. In the  eviscerated- 
nephrectomized animal, the tissues 
are unable to utilize various sugars 
including isomers of glucose. Under 
such experimental conditions, mus- 
cular work promotes cellular entry 
of some of these sugars despite the 
absence of utilization. This consti- 
tutes a phenomenon parallel to that 
proposed by this laboratory for the 


action of insulin, Le. a primary 
action on facilitating transfer of 
certain sugars across cell surface 


barriers. Just as in the case of in- 
sulin, work promotes cellular entry 
of sugars possessing the same chem- 
ical configuration as d-glucose at 
carbons 1, 2 and 3. This action of 
muscular work is independent of in 
sulin and is exhibited in the depan- 
creatized preparation. Local muscu- 
lar contraction acts to facilitate 
sugar entry into body water and ap- 
pears to be operating by a humoral 
mechanism. 
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It is thus postulated that both in- 
sulin and a humoral product of con- 
tracting skeletal muscle can activate 
a transfer mechanism for certain 
types of sugars across cell surface 
barriers. 


Metabolic Changes Associated 


with Operation 


Jan W. MacPhee, Britis M. J., No. 
4818:1023-1028, May 9, 1953. 


Some evidence has been produced 
of increased ]l-oxysteroid secretion 
and 17-ketosteroid excretion as a 
measure of increased adrenocortical 
activity after operation. This has 
often been shown in recent years 
in association with trauma, burns, 
acute medical conditions, and oper- 
ation itself. The present study has 
shown that these changes are also 
associated with alterations in elec- 
trolyte and water balance. Changes 
of sodium, chloride, and water re- 
tention, associated with increased 
potassium excretion and with ex- 
changes of sodium for potassium 
within the cells, are very similar to 
the effects of 1]-deoxycorticosterone. 
Though they may be accounted for 
by other means, such as local ac- 
cumulation of fluid and electrolyte 
in damaged tissues, the fact that 
they are associated with other evi- 
dence of adrenocortical activity sug- 
gests that they are themselves linked 
with such activity. Prunty has rec- 
ognized a similar phase of decreased 
plasma sodium and chloride in acute 
porphyria. The study of eosinophil 
counts, uric acid excretion, and neu- 
tral reducing steroid excretion in- 
dicated an increased adrenal activity 
during the acute phase of the dis- 
ease. As Selye has suggested, such 
a response may occur in a variety 
of conditions, all in themselves a 
reflection of injury to the organism. 

The retention of sodium chloride 
and water in the body 


after oper- 
ation, in amounts greater than 
apparent needs, has now become 


recognized. The diminished urinary 
excretion of chloride in the first 
weeks after operation vitiates the 
urinary chloride estimation as a 
measure of body chloride require- 
ments. Attempts to replace the ap- 
parent chloride deficiency will only 
lead to water and sait overload. The 
author believes that plasma chloride 
estimations in the postoperative pe- 
riod are of greater value in estimat- 
ing body chloride deficiency. Even 


¢ 
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these determinations, however, will 
give a false low reading. 

The importance of potassium in 
the serum and extra-cellular fluids 
has been recognized ever since the 
work of Ringer'in 1883. In recent 
years great interest has been fo- 
cused on the loss of potassium in 
various acute medical and surgical 
conditions. As shown by numerous 
workers, potassium can be lost to 
the body in gastro-intestinal disor- 
ders such as diarrhea, sprue, intes- 
tinal fistulae, prolonged vomiting, 
and in certain types of diet. 

Tarail and Elkinton have demon- 
strated that in both normal and 
potassium-depleted patients the kid- 
ney has a limited minimal excretion 
of potassium, below which minimal 
level the excretion does not appear 
to fall. This continued potassium 
deficiency, they believe to be an 
important factor in producing fur- 
ther depletion. If, in addition to 
these other sources of potassium de- 
ficiency, the incident of a surgical 
operation increases the urinary po- 
tassium loss, cellular potassium de- 
pletion is further increased, and the 
production of a state of clinical 
potassium deficiency is hastened. 
The fact that the rapid mobilization 
of cellular potassium after an opera- 
tion is often associated with a rise 
in serum potassium concentration 
makes the recognition of cellular 
depletion all the more difficult. 


The Effect of Moderate and 
Hard Muscular Work on the 
Spatial Electrocardiogram 


Noboru Kimura and Ernst Simonson, 
Am. Heart J., 45:676-682, May 
1953. 


1. In six normal young men the 
effect of three basic types of exer- 
cise (moderate aerobic: walking at 
3 m.p.b., 5 per cent grade for 15 
minutes; anaerobic: running at 8 
m.p.h., horizontal, 3° minutes; se- 
vere aerobic: running at 6 m.p.h., 
horizontal, for 30 minutes} on spa- 
tial mean ORS and T vectors was 
investigated. 

2. Characteristic differences were 
obtained in the three different types 
of exercise. In anaerobic work 
changes of the horizontal angle and 
the magnitude of the spatial QRS 
vector contrast with the absence of 
such changes in the other types of 
work. 
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3. Severe aerobic work is char- 
acterized by a large shift of the 
horizontal angle of the T vector to 
the right, increase of the spatial 
angle between the mean ORS and T 
vector, increase of the magnitude of 
the T vector, and depression of the 
S-T segment. These changes can be 
explained on the basis of left ven- 
tricular ischemia The over-all 
changes in this type of work exceed 
those in the two other types of work, 

1. It is suggested that the shift 
to the left of the mean T vector and 
its decrease in moderate aerobic 
work are due to adaptation, and the 
opposite changes in severe aerobic 
work are due to fatigue. 

5. On the basis of the results ob- 
tained several suggestions for appli- 
cations to exercise tests in clinical 
electrocardiography are made. 


Studies in Peripheral Arterial Oc- 
clusive Disease 


Stanford Wessler and M. J. Schles- 
inger, CincuLaTION, 7:641-655, May 
1953. 


The purpose of this investigation 
was to clarify the relationship of 
pathologic changes in the arteries 
and other tissues of the extremities 
to the clinical manifestations of ar- 
terial insufficiency. This report de- 
scribes a method of arterial injection 
and dissection of human legs that 
were obtained after surgical ampu- 
tation. Data is included relative to 
arterial narrowing, and 
calcification and their relation to 
interarterial anastomosis and gan 
grene. 

The technic used for the study 
was based on the use of a radio- 
paque injection mass containing lead 
and gelatin and on a procedure for 
unrolling the extremity so that the 
major arteries lay in one plane. The 
extent and location of arterial o« 
clusion, narrowing, calcification and 
interarterial anastomosis were stud 
ied in 66 legs amputated because of 
arteriosclerotic gangrene. 


occlusion 


The findings indicated that one or 
more occlusions were found in each 
extremity examined; in 91 per cent 
of the legs two or more major ar- 
teries were occluded, usually at 
more than one point with an average 
of Il per leg. 
More than one-fourth of the lengths 
of these arteries were occluded by 
the time of amputation. 

In these arteriosclerotic limbs, the 


sites of occlusion 
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three lower leg arteries were the 
principal cause for lack of flow from 
the aorta to the toes. The posterior 
tibial artery was the first artery to 
be occluded, and occlusions were 
more extensive here than in other 
arteries. 

An extensive arterial collateral 
circulation was clearly demonstrated 
from the study. The rich anastomic 
circulation permitted the disease to 
become extensive before gangrene 
set in. 


Warm-up Effect in Human Maze 
Learning 


Cc. E. Hamilton and W. R. Mola, J. 
Exrer. Psycnon., 45:437-441, June 
1953. 


In an experiment designed to de- 
termine the possible eflect of warm- 
ing-up activity on the learning of a 
task different from those previously 
employed, three groups of 25 sub- 
jects learned a multiple-U finger- 
relief maze for 15 trials each. 

One group, serving as a control, 
learned this maze without preced- 
ing practice; the other groups had 
one trial on each of five similar pre- 
liminary maves, such practice being 
followed either immediately by work 
on the test maze for one group or 24 
hours later, for the other. 

Results showed no significant dif- 
ferences among the groups with re- 
spect to errors on the test maze. 
Both experimental groups were su- 
perior to the control with respect 
to time-per-trial scores but not sig- 
nifieantly different from each other. 
It was concluded that the experi- 
ment does not afford evidence for 
warm-up effect in the learning of 
the finger-relief maze 


esthetic Awareness in Motor 
Learning 


A. Hellebrandt, Parsy 
Rev., 14:2-4, May-June 1953. 


This article introduces the phys- 
ical therapist to a widely scattered 


literature on the neurophysiology 
of motor learning. It presents two 
theories of motor learning. One 
underlies classical muscle reeduca- 
tion and will be recognized by the 
physical therapist. The other, the 
Coghillian theory is especially in- 
teresting at this time because of the 
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increasing 
muscle training. 

The newer knowledge of the mech 
anism of proprioception is summar- 
ized. It is interesting to note that 
electrical stimulation was used for 
muscle training 5O years ago. 

Many practical implications are 
presented for the physical therapist, 
and it should be studied in its en 
tirety by all who interest 
in muscle training 


use of total patterns in 


have an 


Self-Regulatory Behavior after 
Extirpation of Certain Endo- 
erine Glands: A Review 


Frank B. Strange, Sctent. Mon tury, 
LXXVI: 344-348, June 1953 


Much attention has been devoted 
in recent years to the self-regulatory 
functions of the body. The outstand- 
ing work of Cannon in this field is 
probably the most widely known. 
Whereas his studies have been pri- 
marily concerned with the physiolog- 
ical regulations of the internal en 
vironment, much of the work of 
Richter has dealt with the mainte- 
nance of the constancy of the 
internal environment through the 
operation of behavior regulators. Re 
search pertaining to self-regulatory 
behavior in rats after extirpation of 
certain endocrine glands is reviewed, 


These mechanisms include: body 
temperature regulation, water bal 
ance, sodium concentration of the 


blood, caleium concentration of the 
blood and flow of insulin 


It is concluded that rats have a 


tendency toward and the ability to 
induce, in permissive situation, 
behavior which will maintain the 
constancy of the internal environ 


ment. It is felt that this principle 
of the constaney of the internal 
environment be of value in un 
derstanding activities of the total 
organism 


may 


The Treatment of Burns by the 
Exposure Method 


Curtis P 
Davis and 
Post-Grap. 
1953 


The treatment of burns by the 
exposure method was first reported 
in the United States in 1887. Our 
interest in the exposure method was 


Artz, Erie Reiss, John H. 
William H. Amspacher, 
M. J.. 13:535-546, June 


stimulated by the release of infor- 
mation revealing the overwhelming 
incidence of thermal burns in 
atomic warfare. Several thousand 
burn casualties might be expected 
after the explosion of an atomic 
bomb over any large city. The pos- 
sibility of such a catastrophe re- 
quires simplification of methods of 
treatment. With these considera- 
tions in mind, a study of the prac- 
ticability and effectiveness of the ex- 
posure method was undertaken. In 
the past three years approximately 
250 burn patients at Brooke Army 
Hospital have been treated by the 


exposure method, and it has been 
found that this method is not 
only practicable in the event of 


catastrophe but also worthy of con- 
sideration in the treatment of 
burns during peacetime. The au- 
thors present numerous exceptional 
illustrations comparing treatment by 
exposure and occlusive pressure 
dressings. 

The loss of exudate from the burn 
wound is approximately the same 
with the use of the exposure method 
as with the use of occlusive pressure 
dressings. The average healing time 
for second degree burns is 16 days. 


Third degree burns are usually 
ready for grafting when the sur- 


rounding partial thickness burns are 
healed. Most eschars over the joints 
of the hand and other flexor sur- 
faces should be excised by the eighth 
to the tenth day. All eschars should 
be excised by the twenty-first to the 
twenty-sixth day. 


Cerebral Traumata — Concept 
and Valuation of Psychophysio- 
logic Aftermaths 


Lewis J. Siegal, Dis. Nerv. SysteM., 
XIV :163-171, June 1953. 


In keeping with the scope of the 
subject matter and its discriminative 
application to the many sided after- 
maths which have been respectively 
dealt with as occurring after par- 
ticularized head injuries, reference 
to specific cerebral localizations and 
related treatment had not been in- 
cluded in this treatise. 

Traumata to the skull and/or 
brain’ may precipitate neurotic 
changes in certain instances or may 
extend into lasting pathological al- 
terations with implication of gang- 
lion cells, nerve fibers, glia, blood 
vessels, and meninges. Laceration 
and hemorrhage with areas of cere- 
bral softening may occur and vary- 
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ing gradations of encephalopathies 
and secondary degenerative changes 
may similarly complicate the picture. 

The writer's observations have 
been presented, discussion of specific 
head injuries and their sequelae has 
been directed toward descriptive al- 
location and assessment of their 
neurologic and psychophysiologic 
patent and latent effects within spe- 
cific categories, and the divers phys- 
iogenic and psychogenic dysfunc- 
tions as aftermaths flowing therefrom 
have been evaluated. 


Nutrition and Blood Pressure 


C. M. Wilhelmj, John McDonough 
and H. H. McCarthy, Am. J. Dicest. 
Dis., 20:117-122, May 1953. 


In man and experimental animals, 
it has been conclusively shown that 
an increase in body weight elevates 


blood pressure, while a decrease 
lowers blood pressure. In human 
subjects, it has not been proven 


whether body weight per se or the 
dietary constituents naturally chosen 
by obese subjects (high carbohy- 
drate and/or fat and low protein) are 
the direct causative factor influenc- 
ing the blood pressure. 

In normotensive and hypertensive 
human subjects and dogs, most of 
the evidence indicates that high pro- 
tein diets do not elevate or low pro- 
tein diets decrease the level of the 
blood pressure. In normotensive and 
hypertensive rats, the blood pressure 
level varies directly with the level 
of protein intake and the evidence 
suggests that the synthesis of ACTH 
may be the link between the level 
of protein intake and the blood 
pressure in this species. 

The available evidence indicates 
that carbohydrate and fat influence 
blood pressure only insofar as they 
influence body weight. High fat diets 
combined with minimal kidney le- 
sions produce a necrotizing arteritis 
in dogs, but elevation of blood pres- 
sure is not a constant finding. 

High sodium chloride ingestion 
combined with an otherwise normal 
diet does not cause significant ele- 
vation of the bleed pressure of 
normal dogs, but does elevate the 
blood pressure of normotensive or 
hypertensive rats. 

In some human hypertensives, re- 
striction of sodium intake causes 
marked lowering of blood pressure, 
while others are not affected. It 


seems likely that those hypertensives 


. 
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who show a lowering of pressure 
with salt restriction belong to a 
group where overactivity of the 
adrenal cortex is the causative 
factor. 


The Nature of the World Health 


Organization 


Henry Van Zile Hyde, Por. Heactra 
Rep., 68:601-605, June 1953. 


The purpose of the World Health 
Organization is to reach out a help- 
ing hand to the world with trained 
personnel and with scientific, prac- 
tical knowledge and skills for the 
promotion of human health. A 
World Health Assembly composed 
of representatives of all the member 
states meets annually as the gov- 
erning body of the World Health 
Organization. it determines the pol- 
icies, votes the budget, and assesses 
the members. The World Health As 
sembly has divided the world into 
six regions in order to decentralize 
operations and, to a degree, policy 
development. In each of these re- 
gions there is a regional office and 
a regional committee. 

Through its decentralization, WHO 
is brought nearer to the people and 
to the governments it serves, being 
more responsive to their needs. The 
World Health Organization exists in 
order to render service, first, to the 
world at large and, second, to its 
individual members —the  govern- 
ments of which it is composed. 

The World Health Organization is 
not working alone. Rather, it is the 
coordinating force in a complicated 
structure of many agencies. Under 
its constitution it is the “coordinat- 
ing and directing authority in inter- 
national health work.” 


Muscle Action Potentials in Poly- 
myositis 


F. Buchthal and P. Pinelli, Nevror- 
ocy, Vol. 3, 424; June 1953. 


Diagnosis of subacute and chronic 
polymyositis is extremely difficult 
since symptoms are nonspecific, and 
often the diagnosis must be based on 
muscle biopsy. The degree of atro- 
phy that occurs varies according to 
the duration and severity of the 
disease, the inflammatory condition 
sometimes persisting for several 
years. Regeneration may occur or 
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dystrophic changes take place. It is 
known that in muscular dystrophies 
the mean duration of muscle action 
potentials is decreased while it is 
greatly increased in lower motor 
neuron lesions. The purpose of this 
study was to examine the muscle 
potentials in polymyositis in the hope 
that they might contribute to the 
knowledge of dystrophic changes in 
muscle. 

Eleven subjects with histologically 
verified polymyositis were used, 
When compared with normal sub- 
jects, this group showed a significant 
decrease of up to 60 per cent in the 
mean duration of the muscle action 
potentials. There also an in- 
creased occurrence of the diphasic 
action potentials of short duration. 

Factors which could account for 
the changes in the muscle action po 
tentials were discussed. The most 
likely explanation was a general in 
crease in the propagation velocity of 
the impulse cver the muscle fiber 
combined with a reduction in the 
functional length of the fiber. 


was 


What You Can Do about Emo- 
tional Fatigue 


Edward Podolsky, Nunsinc Worn, 
127:18-19, 40, June 1953. 


Fatigue is a normal part of every- 
body's life. It has a rhythm of its 
own and it rises to normal peaks 
daily, weekly, annually, and 
sibly at longer intervals. There are 
many types of fatigue. Some of 
these are the result of expenditure 
of muscular energy, stress and strain, 
and emotional exhaustion induced 
by fear, anxiety, and mental upset. 

Fatigue of the body and fatigue 
of the mind are two different things. 
A tired muscle will ache, but the 
only symptom of a tired brain is a 
disinclination for mental exertion. 
Emotional fatigue is a disorder 
which affects almost exclusively the 
ambitious, the spirited, and the 
strong willed, who suffer from a 
sense of duty or out of sheer en- 
thusiasm drive their minds beyond 
the limit of safety. 

The author gives the diagnostic 
signs and symptoms of emotional fa- 
tigue, and the therapeutic procedures 
for correcting or overcoming this 
type of tiredness. 

In closing, it should be stated that 
the problem of fatigue is a very im- 
portant one. There are various fac- 
tors which enter into making a 
feeling of tiredness; age, degree of 


pos- 
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security, the sense of being ex- 
ploited, or of being deprived of free- 
dom. The day or so off in the week, 
and the weeks off in the year are by 
common agreement not only pleas- 
urable, but essential to the best 
effort. 

How to recuperate from fatigue? 
Complete rest and relaxation for 
some, a change of effort in a new 
direction for others, and the appli- 
cation of the principles ef mental 
hygiene for still others are to be 
considered. In general, it the 
problem of the capacity for spon- 
taneity and what to do about it. 


Re- 


Animals in 
search — I 


Frank A. Beach, Buu. Nav. soc, 
Researncu, 7:26, May-June 1953. 


Psychological 


Man has aptly been called “the 
learning animal,” and in his intel- 
lectual characteristics more than 
anything else he differs from other 
mammals and lower vertebrates. But 
in spite of this difference he 
not seem to learn in any unique or 
qualitatively distinct way. 

Man can form more complex hab- 
its than any other animal. He can 
remember longer and can usually 
learn more rapidly. But the basic 
features of his learning are the same 
as those seen in the learning of other 
animals. That is why studies of 
learning, differences between species 
throw light upon the nature of hu- 
man learning. 

The author types of 
learning, differences between species 
and effects of learning. Studying the 
behavior pattern of animals during 
a learning situation gives a_ better 
understanding of the learning prob 
lems and methods of the human in- 
dividual. 


does 
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Poliomyelitis VII Gastro-intes- 
tinal Disturbances: Their Rela- 
tionship to Lesions in the Hypo- 
thalamus 


A. B. Baker, lan A. Brown and Sam 
Cornwell, J. Nerv. & Ment. Dis., 
Neurological Problems in the World 
in 1953, 116:715-725, December, 
1953. 


A pathologic study was under- 
taken of 15 cases of bulbar polio- 
myelitis in which gastro-intestinal 


. 
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lesions were observed at autopsy. 
These lesions consisted of petechiae, 
ulceration, gross hemorrhage and 
distension. 

In cases with gastro-intestinal Je- 
sions, the most severe damage in the 
hypothalamus was in the paraven- 
tricular and tuberal nuclei. This 
was particularly true of those cases 
with gastric hemorrhage 

Acute hemorrhage in bul 
bar poliomyelitis constitutes medical 
emergency and must be watched for 
constantly in all cases. 


gastric 


Gastric distention usually 
during the subacute phases of the 
illness and is often precipitated by 
stress situations. It may account for 
some of the delayed deaths in pa- 
tients who are on the road to re 
covery. 


occurs 


The 
Obesity 


Psychosomatic Aspects of 


Hilde Bruch, J. Mr. Stnat Hosr., 
XX:1-15, May-June 1953. 


The condition of overweight is 
generally considered to be undesir 
able and is the object of continuous 
effort at reducing. 

From a clinical point of view it is 
necessary to differentiate between 
two types of overweight; a purely 
constitutional type which is an ex- 
pression of a variation in body build, 
and a symptomatic type which is an 
expression of emotional maladjust- 
ment and leads to severe degrees of 
obesity, which also requires a con 
stitutional predisposition. Psycho 
logical factors play a role in the 
development of obesity. Socio-psy- 
chological problems are created by 
the state of obesity. 

Suecess or failure in reducing de- 
pends, among other factors, on the 
meaning of weight reduction for the 
patient. To the adequately adjusted 
overweight person it is a rational 
task with the main goal of losing 
weight. Even then it is not easy and 
simple and many patients need sup- 
port and supervision. 

To the emotionally disturbed obese 
person weight reduction has an ir- 
rational meaning, namely, that of 
fulfilling exaggerated day dreams of 
success and achievement. For such 
people reducing cannot be consid- 


ered a harmless procedure. If rig- 
idly enforced may precipitate 
serious mental disturbance, even 


psychosis. Weight reduction should 
be preceded by a corrective appraisal 
of the aspiration level. 
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Foreign Abstract 


Chiropractice Enters the Curricu- 
lum of the School of Medicine 
in Paris 


V. Le Lorier, Mepicine et Hycrene, 
May 11, 1953. (Translated and ab- 
stracted from the Swiss publication 
by Signe Brunnstrom.) 


\ decree dated February 11, 1953. 
establishes instruction in Chiroprac 
tice in medical schools in France; 


Book Reviews .. . 


Rehabilitation of the Physically 
Handicapped. By Henry H. Kessler, 
W.D., Medical Director of the Kessler 
Institute for Rehabilitation, West 
Orange, N. J. Revised Edition. Cloth 
binding; price $4.00. Pp. 275. Co- 
lumbia University Press, New York, 
NV. Y., 1953. 


Rehabilitation of the Physically 
Handicapped is a revised edition of 
a book by the same title and author 
originally published in 1947. Doctor 
Kessler is a distinguished surgeon 
who has devoted his talents to re- 
habilitation for many years. His 
experience covers civilian and mili- 
tary practice. He is Director of The 
Kessler Institute for Rehabilitation 
in West Orange, New Jersey. 

This is a reference work that is 
concerned more with the philosophy 
of rehabilitation than with the tech- 
nics of practice. The revised edition 
contains new material particularly 
on vocational aspects. It contains a 
very useful list of major centers and 
agencies for the handicapped. The 
book is well indexed. It is without 
illustrations. 

The author is of the opinion that 
a public prejudice, inimicable to the 
welfare of the disabled, is common- 
place and is the greatest obstacle 
to utilization and expansion of re- 
habilitation services. He recom- 
mends demonstration of the value 
and effectiveness of the disabled to 
combat this prejudice. He gives due 
credit to workmen's compensation 
efforts, but the administration of this 
function is justly criticized because 
of its failure to concentrate on the 
restoration of the injured worker to 
gainful employment. 

The author makes a plea that the 
individual be viewed from the stand- 
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this instruction to be given only to 
students enrolled in a reguiar medi- 
cal course. The professor at the 
school of medicine employs one or 
more persons specializing in chiro- 
practice work under his supervision 
in teaching the medical students. 

Indications for the use of chiro- 
practic technics are briefly discussed 

mainly for orthopedic and rheu- 
matic conditions. The medical faculty 
does not endorse the chiropractice 
doctrine as such. 


point of the whole man. In_ his 
discussion of physical fitness, he re- 
views the difficulties in establishing 
physical standards that will deter- 
mine ability to work instead of the 
condition and status of anatomical 
segments. 

This book is a splendid survey 
of present day accomplishments, 
problems and goals in rehabilitation, 
and is recommended to all workers 
in this broad field. The cause of 
rehabilitation will be advanced im- 
measurably when a book of this type 
is also called to the attention of 
people not engaged in the work of 
rehabilitation. It is equally well 
suited to this purpose. 


James 
F.R.C.S. 
Visiting 


Surgery for Nurses. By 
Voroney, M.B. ChB. 
(Eng), L.R.C.P. (Lond.), 
Consultant Surgeon, Clatterbridge 
General Hospital, Cheshire, and 
Broadgreen Hospital, Liverpool. 
Hunterian Professor, The Royal Col- 
lege of Surgeons of England. Ex- 
aminer in Surgery to the General 
Vursing Council for England and 
Wales. Formerly House Surgeon 
and Surgical Registrar and Tutor, 
Liverpool Royal Infirmary. With a 
Foreword by Miss Dorothy M. 
Smith, O.B.E., Chairman of the Gen- 
eral Nursing Council for England 
and Wales. Matron, Guy's Hospital, 
London. Second Edition, Illustrated. 
Cloth. Price, $6.00. F. & S. Living- 
stone Ltd. Edinburgh and London, 
1952. 

This 


book was written for the 


nurse by a qualified English surgeon 
used as a textbook for the 


to be 
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student and as a reference book for 
the graduate nurse. The topics dis- 
cussed include the usual surgical 
concepts and conditions found in 
any good textbook of surgery with 
special introductory chapters con- 
cerning the nurse's role in medical 
eare. The author has made many 
changes, presenting the latest in- 
formation on anesthetics, thoracic, 
cerebral and ophthalmic surgery, the 
antibioties, burns, and radiotherapy. 

The book is written in a simple 
and direct manner. Although the 
presentation is brief, the signs and 
symptoms necessary for diagnosis, 
and the role of the nurse in pre- 
and postoperative treatment are dis- 
cussed adequately. Where physical 
medicine procedures are of value, 
the author points out the need in 
the over-all treatment of the patient. 
Especially good are the references 
to proper positioning in paraplegics 
and after chest surgery, to orthope- 
dics, and to the management of am- 
putees and those patients with meta- 
static disease. 

\ list of books and periodicals 
from which the many fine illustra- 
tions are acknowledged serves the 
purpose of a bibliography. The book 
may be well recommended as a ref- 
erence book to the physical and 
occupational therapist as well as 
the nurse. 


Recurrent Dislocation of the 
Shoulder. By James A. Dickson, 
Chief, Department of Ortho- 
pedic Surgery, Cleveland Clinic and 
Cleveland Clinic Hospital; Alfred 
W. Humphries, M.D., Department of 
Orthopedic Surgery, Cleveland Clinu 
and Cleveland Clinic Hospital; and 
Harry W. O'Dell, Chief, De- 
partment of Orthopedic Surgery, 
Akron Clinic. Price $4.50. Pp. 143; 
78 illustrations. Published by The 
Williams and Wilkins Co., Baltimore, 
1953. 


This monograph first considers the 
phylogeny, ontogeny and anatomy of 
the shoulder joint. There follows a 
chapter on functional dynamics 
which endeavors to relate the fore- 
going sections to those factors con- 
ducive to an initial or recurrent dis- 
location. 

A full discussion of the most com- 
mon pathological changes is given, 
but the authors are unable to state 
which factor makes any one dislo- 
cation become recurrent. 

The longest chapter is devoted to 
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surgical treatment and the many 
procedures are classified as follows: 
bone blocks, repair of anterior cap- 
sule, suspensory operations and 
transplantation of muscle. Detailed 
descriptions of the more commonly 
employed operations, such as the 
Bankhart and Niccola, are accom- 
panied by numerous plates. It is 
unfortunate, as the authors them 
selves admit, they are unable to es- 
tablish any preferred procedure for 
any given case. 

The book concludes with a section 
on posterior dislocation and a re- 
view of rotary motion. A_ bibliog- 
raphy of 168 entries is appended. 

To a physical therapist the lack 
of any discussion of postoperative 
care is a noticeable omission. Its 
greatest value would seem to be for 
the surgeon who is interested in a 
concise review of the problem. 


Muscle Relaxation as an Aid to 
Psychotherapy. Gerald Gar- 
many, B.Sc., M.B., Ch.B., M.R.C.P., 
D.PM., Physican to Psychiatric De- 
partment, Westminster Hospital, 
London, England, and Westminster 
Children’s Hospital; Lecturer in 
Psychiatry to Westminster Medical 
School. Cloth and paper binding; 
price 5/6 (cloth), 3/6 (paper). Pp. 
65. Actinic Press, Ltd.. London, 
England, 1952. 


This monograph on “Muscle Re- 
laxation” is exceptionally well writ- 
ten and will be readily understood 
and read with iaterest by all who 
are a part of the medical team, 
especially the physical therapist. 
This small book has only 65 pages, 
but includes characteristics and 
symptoms of emotional disturbances 
and muscle tension, then describes 
in detail, though simply, what ap- 
pears to be an excellent method of 
producing relaxation. The general 
principles used differ little from 
those of Edmund Jacobson, although 
they are presented in a form which 
is much more quickly and easily 
read and understood. ; 

Gerald Garmany is well qualified 
to write such a book, as he is the 
Physician to the Psychiatric Depart- 
ment, Westminster Hospital and 
Westminster Children’s Hospital, 
Lecturer in Psychiatry to Westmin- 
ster Medical School, and Recognized 
Teacher, University of London. He 
has worked closely with physiother- 
apists of Westminster Hospital, who 
have collaborated with him and 
added their experiences to his own. 
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The author stresses the importance 
of emotional detachment, keepirg 
treatment strictly on a_ physical 
plane, and the importance of a fer- 
vent belief in the value of treatment 
on the part of the physical therapist. 
He also stresses that psychotherapy 
is nearly always required in addition 
to the purely physical approach. It 
is of great importance to restrict the 
work to the patient likely to benefit 
from it, being careful to keep in 
mind certain limitations to this form 
of treatment. 


The book is not illustrated, but 
contains a complete one page table 
of contents, references at the bottom 
of the pages, and a glossary of terms 
at the end of the book. It is a book 
that might well be added to the li- 
brary of all physical therapists who 
are working with psychiatric pa- 
tients, and will be of interest and 
of value to many others in the med- 
ical field. 


The National Health Service in 
Great Britain. By James Stirling 
Ross. Cloth; price $7.00. Pp. 398. 
Oxford University Press, New York, 
N. Y., 1952. 


It is stimulating to read a Brit- 
isher’s viewpoint of the National 
Health Service. The author's opin- 
ion is that a nation’s health can be 
satisfactorily cared for only by a 
welfare state, 

He defines the term “welfare 
state.” Little space is given to the 
comparison of nationalized medicine 
with the practice of medicine as we 
know it in the United States. The 
book is not argumentative, but is 
objective. The book presents a de- 
velopmental history of medicine in 
England, Wales, and Scotland. 

The history begins in 1847, with 
presentation of the  socio-medical 
problems that gradually led to a 
changing system of medical care. 
Great detail is given to the chang- 
ing legislation from the beginning 
to the present time. The social and 
economic reasons are given for leg- 
islative regulations. The author 
seems to be well informed on his 
subject and presents a very factual 
account. 

Discussion of the “Health Service 
in Action, 1948-51,” is divided into 
sections on administration, hospitals, 
general practice, pharmaceutical 
service, dental service, etc. Physi- 
cian’s problems, patient’s problems, 
and legislative problems are dis- 
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cussed as they arise, and explana- 
tion is given as to how those 
problems are handled. 
A final chapter on 
America is interesting. 
The book when read critically pro- 
vides the reader with much helpful 
information no matter what his opin- 
national system of 
The book's detail 
those who love 


opinion in 


ions are on the 
medical practice. 
should delight 
history. 


Gout and Gouty Arthritis. 
John H. Talbott, M.D., Professor of 
Vedicine, University of Buffalo 
School of Medicine; Physician-in 
Chief, Buffalo General Hospital, But 
falo, New York. Cloth; price $4.00. 
Pp. 92; illus. 32. Grune & Stratton, 
Inc., New York, N. Y., 1953. 


This monograph contains most of 
the available information pertaining 


The Seventh Annual Meeting of the American 
Academy for Cerebral Palsy will be held on 
Worth. Texas, at 


October 30-31, 1953. at Ft. 
the Western Hills Hotel. 


The Scientific sessions are open to members 
of the medical or allied professions. Guests shall 
be required to pay a registration fee. 
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to gout. The author has presented 
the material in a lucid, concise man- 
ner emphasizing what is not known 
as well as what is known about gout. 
He also difference be 
tween gout, which is a generalized 
condition, and gouty arthritis, which 
is a joint manifestation associated 
with elevation of the blood urate. 

Gout is not a disappearing disease. 
The author mentions pertinent points 
to be sought for in the history, 
physical examination, and laboratory 
data which will suggest this diag- 
nosis. He emphasizes the importance 
of an early diagnosis and recom- 
mends that treatment be continued 
during the quiescent period. 

Dr. Talbot is \ell qualified to pre 
sent this material which is the result 
of a twenty year personal study of 
gout. The monograph can be used 
as a reference book since it has a 
comprehensive bibliography as well 
as much specific information in the 
content. 

The illustrations, graphs, charts, 


stresses the 


Coming Meetings 


Vol. 33. No. 10 


and roentgenograms have been re- 
produced clearly. The paper is 
glossy and the type is easily read. 
From this small monograph, the 
physical therapist can get a good 
understanding of gout and recognize 
the role that physical therapy plays 
in rehabilitation of the gouty pa 
tient. 


The reviews here published have 


been prepared by competent au- 


thorities and do not represent the 


opinions of the American Physical 


Therapy Association 


Abstractors for October 
Helen J. Hislop 


Louis Cotovsky 


The 1953 Annual Convention of the National 
Society for Crippled Children and Adults will 
be held in Chicago from November 12 to 14. 


The American Occupational Therapy Associa- 
ation will hold its Thirty-Sixth Annual Con- 
ference, November 13 to 20, 1953 at the Sham 
rock Hotel, Houston, Texas. 
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Classified WANT-ADS 


WANTED: Physical therapist (female) for full or part 
time work in orthopedic surgeon's ofher Write to 
Daniel B. Eck, M.D., 144 5. Harrison St, East Orange, 
N 


WANTED: Qualified female physical therapist for ortho 
pedi« surgeon's office salary excellent Position avail 
able immediately. Donald C. Somers, M.D., 3919 John 
R. Street, Detroit 1, Michigan 


POSITION AVAILABLE: For registered physical thera 
pist as assistant in department of a 450-bed modern 
general hospital. Salary Apply: J. M. Daniel, 
Superintendent, Columbia Hospital, Columbia, South 
Carolina, 


open. 


QUALIFIED PHYSICAL THERAPIST interested in 
crippled children work in publie health field wanted for 
immediate placement. Also opportunity for physical 
therapy-occupational therapy coordinator. Present. stall 
consists of one physical therapist and two occupational 
therapists. Contact Jack Sablofl, M.D., Director, Division 
of Crippled Children’s Services, State Board of Health, 


Dove A Delaware. 


WANTED: PHYSICAL 


school palsy children 


PHERAPIST to work with pre 
Desire persen interested ino work 
ing in a rehabilitation team. Program aflords all forms 
of therapy plus nursery-kindergarten education. Experi 
ence in cerebral palsy not necessary as we will train 
Salary open. Three weeks’ vacation, legal holidays, and 
nursery closed Christmas week. For information contact 
Personnel Director, Michael Reese Hospital, 29th Street 
and Ellis Avenue, Chicage, Illinois 


WANTED: QUALIFIED female physical therapist to 
work in established, well equipped department of a hos 
pital for orthopedically handicapped children. Vacation, 
sick leave with pay, and retirement benefits; 5-day week; 
living quarters provided if required. Write: John J. 
Carroll, M.D., Superintendent, Massachusetts Hospital 
School, Canton, Massachusetts. 


POSITION 
week, school 
Write to: San 
tin Street, San 


OPEN for 2 physical therapists: 35-hour 

holidays, vacation, sick-leave privileges 

Antonio Cerebral Palsy Center, 305 Aus 
Antonio, Texas. 


PHYSICAL THERAPIST NEEDED for work in beau 
tiful children’s orthopedic hospital located in heart of 
historic Excellent salary, plus full maintenance, 
15 days vacation, 15 days sick leave, 40-hour work week. 
Climate is warm and dry. Hospital has indoor and out 
door pools available to personnel. Contact Dr. W. I 
MINEAR, Chief Surgeon, Carrie Tingley Hospital for 
Crippled Children, Truth or Consequences, New Mexico. 


west. 


WANTED: QUALIFIED physical therapist to work in 
two-girl orthopedic physical therapy clinic 
Pleasant working conditions, loop lone ation, day week 
Alternative Saturday mornings. Top salary. Write to 
Dr. F. Glassman, Ste. 2117, 109 N. Wabash, Chicago 2 
Ilinois. 


surgeons 


WANTED: 


Female for 


ASSISTANT 


$36-bed 


PHYSICAL THERAPIST 

general teaching hospital. Salary 
iries with experience. Two weeks vacation and retire 
nent plan. This department treats in- and out-patients 
beth children and adults, and types of cases are diver 
sified. This department is part of a Medical Center lo 
cated near which affords exeellent 
opportunity for graduate work. Write 
Martha Lockman, Assistant Administrater, Syracuse 
Memorial Hospital, 736 Irving Avenue, Syracuse, New 


York 


Syracuse | niversity, 
educational 


WANTED: PHYSICAL THERAPIST for large teaching 
hospital. Write, S. Mead, M.D., Barnes Hospital, St 
Louis, Mo, 


OULALIFIED PHYSICAL THERAPIST: female nurse 
to give physical therapy in homes and orthopedic super 
vision to visiting nursing stafl. Five-day week. Four 
weeks’ vacation. Apply Director Victorian Order of 
Nurses, 1246 Bishop Street, Montreal, Canada. 


WANTED IMMEDIATELY 


? qualified female physical 
General hospital clinic with outpatient sery 

ice. No cerebral palsy, polo or mental 
Wehr. week. Holiday, sick leave and vacation privileges 
Quarters optional, laundry furnished. Good beginning 
salary, annual increases. Write to: Miss Mary Mason, 
Physical Therapy Dept., The Johns Hopkins Hospital, 601 
\. Broadway, Baltimore 5, Maryland. 


WANTED: QUALIFIED physical therapist as Assistant 
to Chief Physical Therapist in 322-bed hospital. Active 
department includes work, rehabilitation and 
Crippled Children’s Clinies. Pleasant working condi 
tions. Permanent opening with complete maintenance, 
social security, paid sick leave, and vacation and other 
personnel benefits. Por complete details write Mr 
YC. Curran, Director Eastern Maine General Hospital, 
Bangor, Maine 


(Continued on back cover) 


Classified WANT-ADS 


RATES 
The rate per insertion is 75c per line 
your advertisement carefully and count 
lers and spaces per line 


ALL, WANT-ADS MUST BE PAID FOR IN AD- 


Typewrite 
50 charac- 


VANCE. Make checks or money orders payable to 
the American Physical Therapy Association 
Institutions or physical 
wish their identity known may arrange for Blind 
Ad Code No. All such want-ads must include the 
following which will be counted as 2 lines 


therapists who do not 


Address replies to care of 
The Physical Therapy Review, 1790 Broad- 
way, New York 19, N. Y. 


IMPORTANT 


It is understood and agreed that the publisher 
shall have the right to reject or change the word- 
ing of any advertisement which in the opinion of 
the Editorial Board shall not be in agreement with 
the ethical standing of this publication 
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Remember 


Gammi Globulin is derived 


from Human Blood 
Make Your Donation this Month 


and 


Urge Parents Who Are Concerned about Polio 


Incidence to DO THEIR PART, 


YOUR LOCA! REID COMMUNITY OR 


ARMED FORCES BLOOD CENTER FOR AN APPOINTMENT 
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